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Introduction
This portfolio represents the culmination of three years doctoral work on the 
Psychotherapeutic and Counselling Psychology course at the University of Surrey.
It consists of three dossiers: an academic dossier, a therapeutic practice dossier and 
a research dossier, which reflect my personal and professional development. Before 
considering each dossier I will provide some background information as to my 
history and what drew me to counselling psychology as a career.
Personal Tragedy
My mother died when I was eight years old from cancer. To some extent my 
childhood always had a shadow across it because of this. In reflection, I coped with 
this by burying my head in books and developing an academic competence to avoid 
having to really engage with the loss. Initially, I never attributed my motivations 
for joining the course as having anything to do with my personal history, however, 
coming to the end of the course and looking back I realise now what a profound 
effect it has had on my choices, and that an inextricable link exists between the two. 
This course and the personal therapy I have engaged in along the way have allowed 
a healing process to take place, where once I felt like an emotional void I am now 
able to feel. However, I do not feel that I would be half the therapist I am today had 
I not experienced such things in my past. I have mentioned this here, not just 
because I make reference to it in subsequent papers, but because I think it is an 
intricate part of my professional identity.
History
When it came to academic pathways and career choices I have to confess to never 
having a game plan as such, or even a particular career direction -  until now. 
Coming out of sixth-form college I had no idea as to what I wanted to do with my 
life. Consequently, I decided to take a year out and travel to Northern Ireland
where my then boyfriend was living. I spent a fantastic year enjoying what, against 
the backdrop of the troubles, has to be one of the most spiritual and beautiful places 
I have ever visited.
On return from Northern Ireland, I decided that I wanted to go to university. My 
style of choosing the course I wanted to take was a little unorthodox. I read through 
a prospectus from the front cover to the back cover and picked the course that 
looked the most interesting, simple as that. Thank goodness it was psychology. 
Since my first day as an undergraduate I have felt an affinity with psychology. I 
had always been interested in people, relationships and what makes us ‘tick’, but 
had never really considered making a career out of it. As I reflect on in my final 
clinical paper my undergraduate course gave me a great scientific grounding but 
lacked the interpersonal elements I enjoyed.
It was during my third year at university I decided to volunteer as a Samaritan. 
Again it was one of those random decisions I have a tendency to make after seeing 
an advert for volunteers in a local magazine. I say random because there was no 
conscious forethought about it but yet every random decision I make seems to 
follow a thread, a common interest in people. In some respects volunteering filled 
the interpersonal void that my undergraduate course left, leaving my course to fill 
my need for knowledge and a love of studying. In not knowing what to do after my 
undergraduate degree I decided to put together a PhD proposal. However, it was 
also at this time I remember reading an article about counselling psychology.
On investigating counselling psychology further everything seemed to slot into 
place. The idea of it as encompassing both the academic psychology with the 
interpersonal counselling seemed to represent exactly what I was interested in. 
Clinical psychology at my home town university was very oriented towards 
cognitive-behavioural therapy (CBT) and I found the idea of just learning and 
practicing one way of ‘doing’ therapy unduly limiting at a time where I wanted to 
explore different models of therapy and different ways of being with clients. I also
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held strong beliefs that therapy is far too personal for one way of working to suit 
everyone, which counselling psychology seemed to embrace, with the opportunity 
in my learning to become familiar with different ways of working. In addition, 
counselling psychology more so that clinical psychology seemed to validate my 
belief in the importance of the interpersonal, the therapeutic relationship when 
working with clients.
Academic Dossier
My academic dossier consists of three essays one written in each year of the course. 
The three essays were all personally and professionally interesting and reflect 
questions and issues I was exploring at that time. Whilst very different each essay 
focuses on various aspects of the therapeutic relationship. I have always held the 
notion that the relationship, for me, is the most important aspect of the therapy 
regardless of theoretical orientation. I think this stems back to being a Samaritan 
where you were there as a listener. Just being with people in their distress not 
offering advice or solutions but just sitting with them made me realise how 
important the connection between two people was and that just being with them in 
their pain was all that was needed. I was later struck by how much overlap there 
was between the ethos of the Samaritans and the person-centred perspective.
My first year essay was entitled ‘The Role of Touch in Psychotherapy: The Person- 
Centred Perspective. I chose this topic because one of the things I was really 
interested in at the time was how the therapeutic relationship was constructed and 
negotiated between the therapist and client. Within this I was interested in what 
made this relationship qualitatively different to other relationships and the absence 
of touch, or near absence of touch, was one of the main differences. I wrote this 
paper from a person-centred perspective not just because it was the theoretical 
model I was engaged with at the time, but also because I felt it was the one 
orientation where touch as a true expression of human involvement could be used. 
Additionally, if this was the case it was also the area that required thorough ethical
consideration. In writing this essay I gained more of an understanding of the 
potential harm and good that touch in therapy can do and it was also my first paper 
that thought about the ethics of practice as well.
My second year essay was entitled “ Sad to Say Goodbye’: Counter-transferential 
Feelings of Loss and Sadness and the Ending of Therapy’. I wrote this paper 
because at the end of my first year I remember having to finish with a client who 
had invoked really strong feelings in me both during the closing stages of our work 
together but also afterwards. I was struck by the intensity and the persistence of 
these feelings particularly the sadness I felt in being unable to continue our 
relationship. Additionally, I was interested in how little space is devoted to the 
therapist’s experiences in the therapeutic literature. I took a lot away from writing 
this paper. Aside fi’om engaging me with the psychodynamic literature in a more 
systematic way, I found that I was able to develop a greater understanding as to the 
feelings working with particular clients invoke in me and how they could be 
usefully processed and used within the therapy.
For my third year CBT essay I decided to look at how the relationship could be 
utilised in a model which is often criticised for its neglect of the relationship. In my 
paper entitled ‘The Therapeutic Relationship: A Vessel for Therapeutic 
Endeavours or a Central Component of the Therapy Itself?’ I sought to understand 
the different uses the therapeutic relationship can have for a CBT therapist. I 
looked at how it can be conceptualised as an alliance to facilitate other work to be 
done, or as an integral part of the actual therapeutic work. I was sceptical about a 
CBT way of working because initially it seemed the least interpersonal and most 
clinical style. However, in writing this paper and being afforded the opportunity in 
placement to work with the relationship in different ways I have developed a much 
greater understanding as to how it can be used in the therapeutic endeavour within a 
CBT framework.
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Therapeutic Practice Dossier
The therapeutic practice dossier contains information regarding the placements I 
have been involved in whilst on this course. I have been fortunate to have been able 
to experience a range of placements working with a wide variety of different clients 
and presenting problems. My first year placements were in two Primary Care 
Counselling Services. Both were working with adults with mild to moderate 
concerns. This was my first experience of working both as a therapist and working 
in the NHS. I took away a huge amount of learning from this experience in terms 
of engaging with clients in a therapeutic endeavour.
Working in a university student counselling service in my second year was quite a 
shift fi’om the first year in terms of theoretical orientation, moving from a person- 
centred to a more psychodynamic placement, and coming out of the NHS into a 
university service. Although it could be argued the clients I saw were probably less 
severe in terms of the psychological distress they were experiencing this afforded 
me the opportunity to work in a less contextually rigid style which allowed me 
greater exploration of my role as a therapist and ‘play’ with my therapeutic style.
My third year placement was in an NHS student mental health team. In this 
placement I experienced another dramatic shift in style, not so much in terms of 
client group but more in moving to working within a CBT framework from a 
psychodynamic one. In addition, clients presented with moderate to severe mental 
health needs. This transition was particularly difficult for me. Whilst CBT engaged 
the academic scientist side of me, it was a struggle to balance this with my 
interpersonal side which my psychodynamic placement had allowed to really 
develop. However, over time I was able to reconcile this culminating in the essay I 
wrote on the therapeutic relationship.
Also within this dossier I have included my final clinical paper entitled ‘Evolution: 
The Personal Journey of a Counselling Psychologist’ detailing the development of
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my identity as a Counselling Psychologist. In this paper I focus predominantly on 
my clinical experiences and draw links to theory and practice where appropriate. It 
is within this paper that I have tried to draw together my own unique identity as it 
currently is and give my story some form of coherent narrative.
Research Dossier
The research dossier contains my first year literature review, my second year 
qualitative research report and my third year quantitative research report. Prior to 
joining the course I had spent two summers as a research assistant at the University 
of Southampton conducting research into gay male relationships from an 
attachment perspective. My interest in sexuality in general came fi-om this and my 
third year undergraduate research into parental attitudes to the disclosure of their 
child’s sexual identity. However, I had no idea how to pin down a research focus 
from such a vast area of interest for my research.
My first year literature review entitled ‘A Review of the Essentialist Assumptions 
Underpinning Contemporary Understanding of Sexuality: Implications for 
Therapists’ reflected my engagement with the literature and the beginnings of a 
focus for my subsequent research. I developed a particular interest in the 
essentialist assumptions on which I had predicated my previous research without 
any consideration, for example, that a persons’ sexual identity and their behaviours 
will be consistent with each other in the absence of a hostile environment.
My second year research was entitled ‘Constructing an Open Relationship and 
bringing it into Therapy: The Client’s Perspective’. It was in this piece that I 
decided to explore the concept of monogamy as being a necessary and inherent 
component of a relationship. I chose to focus on gay men’s experiences because the 
literature suggested that they were the group most likely to engage in non- 
monogamous relationships and being a gay man myself was of most interest to me. 
In addition, I was interested as to how a therapist would engage with a client in a
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non-monogamous relationship and decided to explore this from the client’s 
perspective.
In the third year I conducted a quantitative study entitled ‘Attitudes to Non- 
Monogamous Relationships: Therapists’, Gay Men’s, and A General Population 
Perspective’. This research sought to consider various different people’s attitudes 
towards non-monogamous relationships taking the focus away from purely gay 
men’s involvement in them to consider whether people’s attitudes are different 
based on whether the couple involved in an open relationship is heterosexual or 
gay. I also looked at how affirmative therapists would be working with someone in 
a non-monogamous relationship. In addition, I had found a certain ambivalence 
and anxiety about therapy in the accounts of gay men from my second year research 
and wanted to know whether there was a significant difference in attitudes towards 
counselling between gay men and a sample of the general population.
Conclusion
I hope this portfolio will give the reader an impression as to my development as a 
Counselling Psychologist incorporating my roles as a researcher and as a 
practitioner. All these papers are reproduced as they were first written with no 
major alterations. This has been done because the papers represent individual steps 
on my journey and to have made major alterations in the construction of this 
portfolio would have only given the reader an impression of how I am now without 
seeing the progress I have made in this developmental process.
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Introduction to the Academic Dossier
The academic dossier consists of three theoretical essays written in each year of my 
course and looking at a topic personally relevant at the time from a particular 
theoretical orientation. My first year essay entitled ‘The Role of Touch in 
Psychotherapy: The Person-Centred Perspective’ looks at both the theoretical and 
ethical considerations in the use of non-erotic touch in psychotherapy. The second 
essay entitled “Sad to Say Goodbye’: Counter-transferential Feelings of Loss and 
Sadness at the Ending of Therapy’ arose from personal experience of strong 
feelings of sadness at the end of working with a particular client and considers them 
in the context of a psychodynamic framework. The third essay entitled ‘The 
Therapeutic Relationship: A Vessel for Therapeutic Endeavours of a Central 
Component of the Therapy Itself?’ reflects a conflict I was experiencing in trying to 
integrate my very interpersonal core with a more CBT way of relating. Therefore, 
each essay can be thought of as representing a particular point of interest linked to 
my clinical experience.
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The Role of Touch in Psychotherapy: The Person-Centred 
Perspective.
Physical contact (touch) is one of the most common forms of communication 
between people, it forms an implicit part of people’s everyday interactions 
conveying a variety of meanings from formal gestures, such as a handshake, to the 
heartfelt emotion of holding a crying friend. However, physical contact has always 
maintained an ambiguous role within psychotherapy. Psychotherapists seem 
divided as to whether touch between client and therapist is beneficial, detrimental or 
even ethical (Milakovich, 1998). For example, touched clients have been found to 
engage in deeper self-exploration and evaluate their experiences more favourably 
than those not touched (Alagna, Whitcher, Fisher & Wicas, 1979). However, 
Stockwell and Dye (1980) found that therapists’ touch did not have an effect on 
therapeutic outcome. Additionally, therapists of different theoretical orientations 
tend to have very different attitudes towards touch within therapy. Humanistic 
therapists are more likely to view touch as being therapeutically beneficial than 
psychodynamic or cognitive-behavioural therapists (Holroyd & Brodsky, 1977; 
Pope, Tabachnick & Keith-Spiegel, 1987).
In general, publications on touch seem to focus more on the ethics of its use than its 
theoretical underpinnings (e.g., Holub & Lee, 1990). Therefore, it is questionable 
as to whether the issue of touch should be left for an ethics paper as opposed to a 
theoretical models paper. However, I do not believe that a debate over the ethics of 
touch can be held without an appreciation of the theoretical reasons for its use in the 
first place. In addition, it is important to understand the use of touch from a 
theoretical orientation because we are not just questioning the benefits of touch in 
psychotherapy, but also what the emotional significances and potential problems 
with the exclusion of physical contact in psychotherapy are (Woodmansey, 1988).
15
‘Therapeutic Touch’
The aim of this paper is to look at non-erotic physical contact between 
psychotherapist and client within a person-centred framework. Tudor and Tudor
(1994) distinguish between three types of touch in therapy; touch on greeting or 
parting (for example, a handshake), touch as isolated incidents within the therapy 
sessions whether instigated by the client or the therapist, and touch which is an 
essential part of the treatment such as in biodynamic massage or other post- 
Reichian psychotherapies.
To discuss ‘body therapies’ such as biodynamic massage is beyond the scope of this 
paper, however the author acknowledges that these therapies fall under the umbrella 
of person-centred therapies, and their rationale for the use of touch are more 
formalised than the ‘talking therapy’ being discussed here (see Eiden, 2002; 2004). 
For convenience, Willison and Masson (1986) description of therapeutic touch as 
“physical contact between the hands of the counsellor and the hands, arms, 
shoulders, legs or upper back of the client” (p. 497), will be used for this paper. 
Whilst this contact is considered non-erotic in terms of intent on behalf of the 
therapist, intent and experience can be at odds and different people will experience 
erotic reactions from different parts of their body, therefore non-erotic contact is 
probably fairly difficult to define.
Touch and Human Development
Touch is seen as being the mother of all senses preceding sight, hearing, taste and 
smell in its evolutionary development (Montagu, 1978). Touch is thought of as a 
fundamental form of communication (Hetherington, 1998; Woodmansey, 1988) 
essential to normative human development (Kertay & Reverie, 1993; Montagu, 
1978). Touch is the primary form of communication between mother and baby 
used to orient the child, provide warmth and comfort and provide critical affective 
information to the child (Kupfermann & Smaldino, 1987).
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Failure to receive touch in infancy is hypothesised to inhibit the proper functioning 
of basic physiological processes, and may be linked to the development of 
psychosomatic illnesses in people (Woodmansey, 1988). In addition, touch is the 
sense through which an individual gains a sense of self as being different and 
separate from others, the quality of this experience being dependent in part on the 
presence or absence of touch and its appropriateness (Kupfermann & Smaldino, 
1987). Montagu (1978) believed that if a person’s needs for touch were not 
gratified as a baby, then the person would go through life looking for the contact 
they missed out on.
Touch and the Person Centred Approach
Touch within the person-centred tradition is less complexly theorised than within 
the psychodynamic tradition, where touch is thought to be detrimental to therapy for 
a number of reasons, for example because it impacts negatively on transferential 
and counter-transferential issues (Holub & Lee, 1990; Smith, 1998). Instead, the 
person-centred perspective views touch as a natural, open and spontaneous 
expression of a genuine (non-transferential) relationship. Consequently, as an 
approach, it is more open to the use of touch in therapy than other approaches 
(Meams, 1994; Tudor & Tudor, 1994). In addition, unlike other approaches, the 
person-centred approach is not necessarily specific with its focus on interpersonal 
histories, intrapsychic structures and behaviours. Instead, it focuses on broader 
topics including growth and autonomy (Wahl, 2003).
Carl Rogers (1951; 1961) is regarded as the founder of the person-centred approach 
to counselling and psychotherapy. This approach holds the central idea that the 
client knows best, knowing what is causing them pain and ultimately it will be the 
client who knows how to move forward (Meams & Thome, 1999). Underpinning 
this idea is the assumption that the client has within themselves the resources 
needed for self-understanding, which can be used to change self-concept, attitudes
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and self-directed behaviours. The tendency of change is towards the fulfilment of 
the potential and wholeness of the person, referred to as self-actualisation. By 
creating the right therapeutic climate these resources can be tapped and facilitate 
change (Rogers, 1961).
Rogers talks of six core concepts whose presences are necessary to facilitate 
change. The main three most often talked about are a therapist’s sense of 
congruence, empathie understanding of the client and the feeling of unconditional 
positive regard towards them. Rogers (1951) believed that when the right kind of 
qualities were present in the therapist, and the right environment was created which 
was experienced by the client, then the clients own innate healing capacities were 
elicited.
Touch and Empathy
Empathy is the process of ‘being with the client’ where the therapist lays aside their 
own ways of experiencing reality and is instead intent on gaining an understanding 
of the client’s experiences, feelings and personal meanings in such as way as to be 
able to communicate this understanding back to the client. Whilst maintaining 
separateness, the therapist tries to get beside the client and understand the client’s 
internal world as best they can.
Rowan (1998) discussed how, when a client is crying and seems to need 
encouragement to stay with their painful feelings, touch, in the form of a brief 
contact to the forearm or shoulder should be given. This touch can serve to 
communicate to the client a mutual experiencing of what the client is feeling where 
words could either not adequately explain the connection or would only seek to 
break it. Meams (1994) presents an example of touch being used in this way:
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Client: ‘It doesn’t matter what I do. I think I should just go away and die.
The best thing I could do for my wife and children is just to go away 
and die.’
Counsellor: [leans forward and touched the client gently on the hand, but says
nothing.]
Client: [looks at the counsellor and bursts into deep sobbing.] (p.87).
Touch and Congruence
Congruence within the person-centred framework describes the ability of therapists 
to be genuine to themselves without putting up a professional or personal façade. 
There is a close relationship between what is felt by the therapist at a deep level, 
what the therapist is aware of and what is expressed to the client. However, it is 
only after careful consideration as to the impact of disclosing these internal 
sensations to the client, does the therapist actually reveal them (Tolan, 2003). For a 
therapist to act on their impulses to hug or comfort a client would not necessarily be 
congruent for that particular therapist; the therapist needs to recognise the desire to 
hug is coming fi'om a desire within themselves and seek to find out why -  is it to 
alleviate the therapist’s anxieties? What actually is the therapist trying to express?
Tolan (2003) advocates the idea that congruence should be verbal, suggesting that, 
if appropriate, the therapist discloses his impulses to want to touch the client to 
them thereby enhancing the genuineness and honesty of their relationship. This 
might also reveal another level of understanding to the client, for example, the 
client might discover that they have a longing to be comforted. It also offers the 
opportunity for a discussion as to what it would have been like for the client to have 
actually been touched.
Other person-centred therapists argue that true congruence involves engaging in 
touch with a client if it is appropriate. Meams and Thome (1999) consider touch to 
be a natural expression of humanity and to remove this human aspect of the
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therapist would be a ‘charade’ to both the therapist and the client. However, they 
do acknowledge the difficulty of knowing when touch is a genuine felt response to 
the client as opposed to an imposition of the therapist’s own needs.
Touch and Unconditional Positive Regard
Unconditional positive regard refers to the fundamental attitude of the therapist 
towards their client; the therapist values implicitly the humanity of the client and is 
not dissuaded for this valuing by the client’s behaviours or attitudes. Many 
therapists communicate this through the warmth in their voices, in the words they 
choose, and in other bodily expressions such as a genuine smile, others use physical 
contact.
Often a single touch can convey a sense of warmth and acceptance (Geib, 1998; 
Kupfermann & Smaldino, 1987; Pattison, 1973). Horton (1998) found that clients 
often perceived touch by the therapist as creating the feeling of a bond between the 
therapist and client. They also felt that the therapist actually cared and accepted 
them and this facilitated increased trust and openness in the relationship. Whilst 
each therapist will have their own particular repertoire of responses, so each client 
will respond differently to them. For example, some clients find physical contact 
intrusive or awkward (Horton, 1998; Meams & Thome, 1988). However, others 
find touch a strong form of communication and acceptance (Tolan, 2003).
‘Discovering Oneself
Kupfermann and Smaldino (1987) have found in their practice that touch has 
facilitated clients to experience the legitimacy of their own perceptions and view 
their relationship with their therapist as being reliable and genuine. This is very 
similar to Rogers’ (1961) concept of organismic experiencing. Rogers described 
psychotherapy as “a process whereby man becomes his organism -  without self- 
deception, without distortion... [it] seems to mean a sense of getting back to basic
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sensory and visceral experience” (p. 103).
Within the therapeutic relationship the clients can discover more about themselves, 
learn to drop the masks and roles they have worn through their lives and experience 
something more basic, more true to their actual experience. In ‘discovering 
oneself the client can use the relationship to explore and examine various aspects 
of their life and recognise the deep contradictions that reside within; the 
incongruence between their self-concept and their actual experience. Touch can 
serve to help the client generate a congruent response within themselves when 
touched by others, to honestly appreciate and verbalise how they felt about it 
(Tolan, 2003).
Gratification of Needs
Another argument from the classical psychoanalytic model for not using touch is 
that it gratifies the clients needs which is detrimental to the therapy (Kupfermann & 
Smaldino, 1987). However, the person-centred approach holds a generally different 
perspective on needs. According to Rogers (1951), ‘needs’ are related to the basic 
tendencies of an individual to maintain and enhance themselves. These needs are 
not necessarily conscious and do not necessarily relate directly to reality but to the 
individual’s perception of reality. Rogers gives the example of a man who strives 
for money because he perceives money as the source of emotional security even 
though its accumulation does not satisfy the need.
Brown (1973) focused on the gratification of needs as being important for the 
healthy resolution of trauma, “the healing process centres around providing the 
patient with real here-and-now satisfaction of previously unmet needs for love and 
caring attention” (p.l 13). Eiden (2002) talks of touch providing gratification in the 
form of a ‘corrective emotional experience’ for those clients who have been 
deprived of touch. Not to gratify these needs might reinforce the rejection clients 
may have experienced in previous relationships (Kupferman & Smaldino, 1987).
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Bowlby (1977) advocated the use of touch when working with adults who have 
been deprived of touch during infancy and childhood, saying that not to do so and 
use only verbal communication to explain the presenting problems was inadequate.
Cautions to Using Touch in Psychotherapy
Older (1982) cited occasions when touch in therapy should be avoided: 1) when the 
therapist does not want to touch, 2) when the client does not want to be touched, 3) 
when either the client or therapist believes that touch would not be helpful, or 4) 
when either the client or therapist feels manipulated by touch. Importantly, touch 
would become counter-therapeutic if it is thought of as a technique to be applied. It 
would lose its authenticity and would not be a genuine expression of the therapist’s 
feelings towards the client (Kertay & Reverie, 1993).
Some therapists argue that the emotional holding of the therapeutic relationship is 
sufficient and physical touch is unnecessary, particularly when touch can be such an 
ambiguous interaction, for example clients who may have had a bad experience of 
touch may feel awkward being touched but may not be able to tell their therapist 
this. As so many clients come with stories of neglect or abuse it means therapists 
are frequently engaged with people who might have difficulties about touch.
Touch can also represent power. Henley (1977) has shown that people of higher 
status can touch those of lower status more readily than the other way round. Men 
can also more easily touch women that women can touch men (Alyn, 1988). Alyn 
(1988) explained that the act of a hand being placed on the shoulder or back to 
many women by a male therapist could feel like the experience of being ‘herded’ in 
a condescending or seductive way that many of them might have experienced.
Alyn (1988) points out that the same act of touching can be carried out with a 
number of subjective meanings and be perceived very differently by different 
people. The person-centred approach aims to reduce the power differential in the 
therapeutic relationship, however one must be aware that touch can actually
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reinforce the power difference between therapist and client.
Ramsdell and Ramsdell (1993; 1994) found that therapists often rated touch as 
being more beneficial to the therapy than did clients; in particular, it was only 
shaking hands that clients thought would be beneficial to the therapy not hugging 
the therapist whether instigated by the client or therapist. Yalom (2001), an 
existential psychotherapist, picks up the importance of discussing with the client the 
experience of being touched in therapy (or not) and the personal meaning of it.
This in turn will give the therapist real insight into the client’s personal world.
So far, this essay has discussed touch in therapy from a person-centred approach. 
However, any theory of person-to-person interaction abounds with cultural 
meaning. Psychotherapy is no different. The debate on touch carries with it not 
just theoretical and ethical consideration but also cultural ones. Glance and Petras 
(1998) in particular draw attention to the role of culture in touch. They cite a 
response from a therapist being studied who said:
because I am Latina, the issue of touch in psychotherapy for me is 
intricately intertwined with ethnicity -  mine and the client’s. Two clients I 
have had are Latino and the idea of not touching in therapy would have been 
quite foreign and would undoubtedly be perceived as cold, distant and 
uncaring (p. 101).
Equally, in a culture where touch is not common, to engage in physical contact with 
a client on the pretence of it being a normative human reaction would be 
inconsiderate of the client’s experiences.
Conclusion
There is no easy conclusion to be made from this paper. The aim was to discuss the 
theoretical reasons for non-erotic touch in psychotherapy from a person-centred
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perspective. However, the limited number of texts and articles on touch has meant 
that many of the references here have come from general psychotherapy texts as 
opposed to ones directed towards person-centred therapy. Their rationale for 
inclusion is that many of the writings hold implicit some of the theoretical 
considerations of the person-centred approach.
Touch can be a method of communicating to the client the therapist’s attitudes, 
acceptance and understanding of the client and their concerns. Touch can be used 
to gratify a client’s needs that not been previously met and is a means through 
which a client can learn to experience and trust their true organismic experience, 
only through this will change be facilitated and they will move towards self- 
actualisation.
It is crucial to its effective use that touch should meet the needs of the client and not 
the needs of the therapist (Fagan, 1998). Willison and Masson (1986) caution that 
touch is not a substitute for talking and listening, but offers a complimentary form 
of communication into the therapeutic process. In addition it should not be thought 
of as a ‘technique’ to be applied, rather as a way of being that should be considered. 
If touching someone feels unnatural to the therapist then to do so would be 
completely inauthentic.
In sum, touch can be argued to be a normal form of person-to-person interaction, 
which if used appropriately can be effective in transmitting to the client the 
therapist’s feelings towards them and create a relationship in which the client can 
change. Kupfermann and Smaldino (1987) suggest that therapists should behave in 
a way that allows for a ‘degree of spontaneity and personal style’. However, touch 
is also a very powerful form of communication. It should not be used without 
careful consideration of the consequences of its use. Touch can be easily 
misrepresented and leave the counsellor open to professional complaints (Tolan, 
2003).
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Sad to Say Goodbye’: Counter-transferential Feelings of Loss and 
Sadness at the Ending of Therapy
Introduction
The ending of therapy is probably one of the most difficult tasks therapists have to 
negotiate in their work with clients. They must contain and work through both the 
client’s and their own anxieties and feelings regarding the end of their relationship 
(Gorkin, 1987). The importance of endings cannot be underestimated, if negotiated 
well they facilitate clients’ true and healthy separate and individuation from their 
therapist free of guilt (Maroda, 1991). However, if negotiated badly then they can 
reinforce past negative experiences and bind the client to the therapist long after the 
therapy has concluded.
Therapeutic publications have tended to focus on the importance of endings for the 
client, particularly in relation to previous experiences of loss and separation 
(Gorkin, 1987; Jacobs, 1988). “A well handled termination provides an opportunity 
for counselling to be brought to a close in a way which respects the client’s 
feelings, as well as providing an opportunity for earlier losses to be relived”
(Jacobs, 1988, p. 150). However, somewhat less attention seems to have been given 
to therapists’ feelings about endings.
In this paper, I aim to address this and look at therapists’ counter-transference 
feelings towards their clients during the ending phase of therapy, focusing 
specifically on their experiences of loss and sadness. I will also offer my own 
personal reflections on endings from my practice as a trainee Counselling 
Psychologist. It should be noted that this is not intended to be an exhaustive 
discussion but to provide food for thought for our own personal experiences of 
endings and their impact on our practice.
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Endings in Therapy
As Firestein (2001) acknowledges, there is a great deal of ambiguity as to the 
meaning of endings. Gorkin (1987) proposed that in long-term psychoanalytic 
therapy it is the period where issues of endings form the focus of the therapy. This 
is not to say that these issues are unique to this period but that their conscious or 
unconscious importance has increased. Within brief psychodynamic therapy, 
Firestein (2001) suggests it could be thought of as the point at which clients decide 
they have achieved what they set out to achieve or where the therapist decided 
therapy has to be terminated often due to contextual issues, for example where a 
service policy dictates a limited number of sessions available to each client.
If the contract is short then the ending will be insight from the first session and the 
therapist should be willing to explore any frustrations the client may experience 
about this from the outset. With longer or open-ended contracts then a reminder or 
actual negotiation of an endpoint is required (Jacobs, 1988). Bateman and Holmes
(1995) suggest that in the first instance the topic of endings should come from the 
client, and not from the therapist pre-empting the client.
There are a number of qualitative differences between endings in long-term 
psychoanalytic therapy and short-term psychodynamic therapy, particularly in 
relation to the resolution of the transference neurosis. However, counter­
transference is something that affects all therapists. Whether practicing in long or 
short-term therapy our clients have an impact on us and we have an emotional 
response to them. This paper is intended to provide a general overview of 
therapists’ feelings towards their clients at the end of therapy and therefore it is 
beyond the remit of this paper to tease apart the differences between the 
approaches.
The quote from Holmes (1997) below captures the complex experiences that ending 
therapy can cause for both client and therapist. Endings test therapists’ abilities to
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contain both their clients’ and their own anxieties about the cessation of therapy and 
their ability to allow clients to continue their journey in the knowledge that they 
will probably never know how they fare.
Poised between the past and the future, every ending encompasses both 
hope and regret, accomplishment and disappointment, loss and gain. The 
inherent ambivalence of each ending tests our capacity as therapists to 
tolerate ambiguity, to encompass both optimism and sadness in the face of 
loss, and to hold onto a realistic appraisal of our strengths and shortcomings 
(Holmes, 1997, p. 159).
As Schechter (1993) notes, “no patient, however long analysis may have been, 
totally completes psychological growth whilst in treatment” (p. 149). Therefore, 
therapy endings tend to be characterised by symptom reduction and improved 
relational functioning, or in a less ideal setting the boundaries laid down by the 
context. Bateman and Holmes (1995) provide a good overview of many of the 
psychological changes expected in clients moving towards the ending of their 
therapy, including a movement from the paranoid-schizoid to the depressive 
position and the successful resolution of transference neurosis.
Counter-transference
Both the definition of counter-transference and its possible therapeutic usefulness or 
hindrance have been debated within the psychoanalytic community. Freud (1910) 
saw counter-transference as resulting from the patient influencing his or her 
analyst’s unconscious feelings. Initially, as with transference, Freud saw counter­
transference as a hindrance to the analysis, being simply the therapist’s irrational or 
inappropriate reaction to a particular client (Jacobs, 1988), and representing the 
need for the analyst to undergo further analysis themselves.
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However, in contemporary psychoanalysis, counter-transference is seen as being an 
implicit part of theory and technique. Heimann’s (1950) paper on counter­
transference has remained at the fore of current thinking on it. Heimann saw 
counter-transference as the “analyst’s response to the patient within the analytic 
situation... and that the analyst’s emotion response to his patient... represents one 
of the most important tools for his work. The analyst’s counter-transference is an 
instrument of research into the patient’s unconscious” (p.81).
What is still ambiguous is whether counter-transference should include all the 
therapist’s reactions to the client, or just those explicitly in relation to the client’s 
transference manifestations (Firestein, 1974). Jacobs (1988) distinguishes between 
the feelings invoked by the actual relationship with the client from the reactions 
towards the client that are actually as a result of reactions more appropriately 
belonging to another part of the therapist’s life, each type of counter-transference 
having a very different origin and a different impact on the therapy.
Counter-transference and Endings
As therapy with a particular client draws to a close and an ending is being 
negotiated therapists experience a range of emotions towards the client. However, 
as Klauber (1986) notes:
It is strange... that there seems to be no discussion of the effects on the 
analyst of forming relationship after relationship of the deepest and most 
intimate kind with patient after patient, and mourning what at some level 
must be involved for each of them (p.202).
Whilst it must be acknowledged that this was written nearly 20-years ago, in 
researching this paper I have found only a handful of more recent publications that 
explicitly address the issue of the therapists’ counter-transferential reactions during 
the ending phase of therapy. Typically, if the work has been successful then the
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therapist is often pleased and proud with what has been achieved content that the 
client no longer requires therapy, possibly reflecting a maternal counter­
transference. Alternatively, both client and therapist may experience a sense of 
relief. For the client it may mean the freedom to go on with their life without the 
financial and time commitments associated with therapy. For the therapist it freed 
them to look forwards to starting afresh with a new client (Holmes, 1997).
Gorkin (1987) defines the main counter-transferential reactions associated with 
endings as being a) feelings of delight at the termination, b) therapists’ wish for 
gratitude, c) the wish to be known by the client as a ‘real’ person, and d) the 
tendency to seek perfect results. However, these reactions would seem to be 
indicative of the therapists needs rather than in response to the transference. 
Firestein (1974) cautions against therapists’ ignorance of their counter-transferential 
need to seek a perfect result, explaining that, “the analyst’s narcissistic needs for 
success with a particular client may press towards prolonged treatment or towards 
premature discharge to avoid a variety of defeat” (p.879). Equally, Holmes (1997) 
warns of therapists’ counter-transferential envy of the client’s newly found 
creativity and sexual energy and highlights the need to resist the temptation to 
undermine this for self-satisfaction. Several authors (for example, Gorkin, 1987; 
Maroda, 1991) have noted that one of the biggest feelings the ending can invoke in 
therapists is that of sadness of the loss of the relationship.
Loss, Sadness and Endings
Searles (1979) in his writing made explicit the significance of the grieving process 
and experiences of loss felt by the therapist at the end of a particular piece of work 
with a client, who he described as being, “likeable, admirable and basically 
speaking lovable” (p.300). This can be due in part to the success of the therapy, but 
also a change in the relationship where the therapist may be left wishing to know 
the client after therapy has finished. Firestein (2001) refers to therapists’ grief as 
being about regretting the end of a collaboration with a client who ‘worked well’ in
32
analysis and who was responsible for a particular learning experience for the 
therapist. Hum (1971) suggests that for therapists, the loss of the client may 
involve the loss of someone who over time has served as
1) a figure who functions primarily as a stimulus for the analyst’s self- 
analysis, 2) a figure who enables the analyst to further his professional 
development by the exercise of his unique skills and who collaborates with 
the analyst in that endeavour, and 3) a figure who provides a conflict fi*ee 
experience for psychic enrichment (p.344).
Whilst it can be considered a normal part of the therapeutic relationship for the 
client to become significant for the therapy and the therapist to experience a variety 
of feelings at the ending of the relationship, Searles (1979) and Gorkin (1987) 
caution that the therapists’ lack of awareness of the development of this bond can 
be dangerous to the client, themselves and the relationship. As Viorst (1982) said 
after conducting an in depth study of analysts’ experiences of loss during endings:
It is no doubt that the experience of loss in the terminal phase can call forth 
counter-transference resistance, which may, if left unanalysed, result in 
holding the patient in treatment too long, or end prematurely to avoid the 
pain -  the analyst’s pain at the loss (p.418).
Both the therapist and the client will approach the ending of therapy with 
preconceptions and fantasies about what it may mean to be separated. Although the 
therapist can fall back on theory to understand this experience, arguably their own 
past experiences of loss and separation will influence how they negotiate the ending 
(Holmes, 1997). If the therapist has a history of endings that were not satisfactorily 
resolved then in the therapy, the therapist may be so preoccupied with his own 
losses that he is unable to facilitate the client to work through his own. In more 
extreme cases the therapist may be unable to bear the client’s mourning and 
expression of sadness in the sessions and actively discourage it. Alternatively, the
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therapist may unconsciously use the client as a ‘vehicle for his own mourning 
process (Gorkin, 1987). “In short, the therapist may fail to maintain sufficient 
distance from the patient, and may instead become over-identified with him as a 
mourner because he is overburdened with loss in his own life” (Gorkin, 1987,
p.266).
What is crucial is that the therapist be aware of his own level of comfort or anxiety 
with issues of separation, if he does not he runs the risk of not only hindering the 
grieving process but of prolonging therapy possibly to the detriment of the client 
(Coren, 2001), where for example an enmeshment or dependence is encouraged. 
Ultimately, the problem is more about the therapists’ issues than the clients’ issues, 
for example, anxieties about the appropriateness of the timing of the ending and the 
result of the work (Firestein, 2001). Therapists need to learn to recognise the 
counter-transferential feelings that result from the client’s presentation from those 
that relate back to past experiences and ensure that the latter do not hinder the 
process. In addition, therapists must learn to accept the fact that they may never see 
someone again with whom they have come to develop a deep and intense 
relationship with and accept with humility the partial failures whom which every 
client inevitably represents (Bateman & Holmes, 1995).
Therapists’ Disclosure
Classical analysts would probably argue that direct communication of feelings of 
loss on the therapist’ s part to the client runs the risk of providing gratification to the 
client and may succeed in binding the client to the therapist even after they have 
parted (Gorkin, 1987). This argument seems particularly valid in cases where a less 
than satisfactory resolution has been reached and where this disclosure would be 
more likely to hinder the client leaving and become a barrier against the client 
possibly re-entering therapy in the future. However, in cases where a more 
successful resolution of the transferential neurosis has been negotiated, Gorkin 
suggests it might be a useful and productive part of the ending phase for the
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therapist to disclose some of their feelings of loss. This was reiterated by Maroda 
(1991) who explained that by telling the client that he will be missed and that it is 
hard to say goodbye, allows both the therapist and the client to openly and honestly 
deal with the relationship ending. Thereby serving to validate the client as another 
competent adult who no longer sees the therapist as a part-object and a vessel for 
their transference neuroses but as a separate complete adult. Gorkin (1987) argues 
that if the therapist denies the client the knowledge of his sadness they may be 
invalidating the client’s sense of independence and hard won autonomy.
Personal Reflections
In both my placements in an NHS Primary Care Trust and in a university student 
counselling service, I have worked in short-term psychotherapy, offering a 
maximum of twelve sessions to clients. As waiting lists mean the client’s chair is 
seldom left empty, the need for client hours, to digest psychodynamic texts, 
‘improve’ my technique and fulfil the course requirements allow me little time to 
reflect over my own feelings regarding ending with a client. Although I suspect this 
could be my own counter-transferential responses to endings coming from my own 
bereavement of a parent in childhood resulting in a possible avoidant style.
Only occasionally do I find myself gazing out of my office window during a short 
break thinking “I wonder what happened to...” or “I miss working with...” but 
these thoughts are soon interrupted by the knock at the door of my next client or a 
telephone call from a colleague. This is a sentiment echoed by Jacobs (1988):
However important the individual client is, most of them are fairly quickly 
filled in the counsellor’s memory as soon as the new client arrives. So 
counsellors may not permit themselves to experience the sadness which the 
client feels at the end of what, for them might be one of the most significant 
(and unusual) relationships they have ever had (p. 153).
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I feel a sense of regret that I do not always offer myself space during and around the 
concluding sessions to consider my own feelings about the ending of a particular 
piece of work with a client. In a sense, I am missing out on the valuable 
opportunity of really getting in touch with the true unique experience of being with 
that client in that relationship. Instead, I find myself quite often ‘stuck in my head’, 
running through a phantom checklist ensuring that the ending is as neat as possible 
and I have done everything I am supposed to do -  whatever that is. I am left 
wondering though if to some degree I am failing my clients in not recognising my 
own sadness (or other feelings) almost as if this may somehow invalidate their 
experience and by default our relationship. Only once can I actually remember 
acknowledging to myself that I was going to miss a client I have seen for ten weeks 
and I still find myself thinking back to her even now. What appeared to make this 
relationship so different was the depths of despair we travelled to together and how 
open she had been with me about her life and emotions. Sadly, it was the context 
that brought our work together in what felt like a premature way, and left us both 
wanting more time together. I was also left with a guilt that she had let me in but I 
had somehow not done enough. This for me was complex and probably contained 
elements of both my past history and a response to her transference.
Conclusion
My aim in writing this paper was to look at therapists’ counter-transferential 
feelings of sadness and loss towards their client at the end of therapy whether these 
be in response to transference manifestations or the sum of the therapist’s feelings 
towards their client. Whilst brief, I hope to have illustrated the importance of the 
therapist’s awareness and acknowledgement of these feelings and the possible harm 
a lack of awareness or avoidance of them can have.
The question of whether and how these feelings should be conveyed to the client is 
an ongoing debate for which I did not have room here to develop further. However, 
it is interesting to remember a paper by Guntrip (1975) in which he talks about his
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own personal analysis with the austere Fairbaim and recalls how during the closing 
moments of analysis Fairbaim weeping visibly as he bid goodbye to Guntrip.
As Jacobs (1988) acknowledges, it is only when therapists are aware of the wide 
spectmm of feelings and emotions they experience towards a client in the ending 
phase that do not just relate to that particular ending, but are associated with past 
separation and looses in their own lives, can the therapist then really engage with 
the client. Only then can they together start to understand the myriad of feelings 
they both experience as they work towards a good enough ending in therapy.
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The Therapeutic Relationship: A Vessel for Therapeutic 
Endeavours or a Central Component of the Therapy Itself?
The therapeutic relationship: ‘two people, both with problems in living, 
who agree to work together to study those problems, with the hope that the 
therapist has fewer problems than the patient.’ (Harry Stack Sullivan, cited 
in Safran & Segal, 1996, p.5).
Cognitive-behavioural therapy (CBT) is one of the major modes or orientations of 
current psychotherapy (Roth & Fonagy, 2005). It has seen exponential growth in its 
popularity and utility over the last two decades, mainly due to its proven efficacy 
and applicability to a wide range of psychological disorders (Grazenbrook & 
Garland, 2005; Roth & Fonagy, 2005). CBT is derived from cognitive, behavioural 
and psychological models of human behaviour. Once a therapeutic relationship has 
been formed the therapist and client work collaboratively to understand the clients 
problems in terms of the interaction between thoughts, feelings and behaviour.
Once this has been achieved specific time-limited goals are identified and strategies 
to meet these developed. This forms the bedrock of the therapy.
However, a criticism that has been levied at CBT is its perceived failing to 
adequately attend to the importance of the relationship between the client and the 
therapist -  the therapeutic relationship. Wills and Sanders (1997) suggest that 
Rogerians might accuse cognitive therapists of lacking empathy, merely ‘doing’ a 
range of techniques to clients without due regard to client’s individuality. Whereas, 
psychoanalysts may argue that CBT fails to recognise the importance of the 
transference and counter-transference as therapeutic tools. However, Leahy (2001) 
argues that the notion that CBT fails to adequately attend to the relationship is an 
unsubstantiated enduring myth.
This paper aims to look at current understanding of the therapeutic relationship 
from a CBT perspective. Starting by looking at how Beck conceptualised the
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therapeutic relationship and more specifically the element of ‘collective 
empiricism’ which is unique to CBT, I shall move on to discuss the idea that CBT 
offers flexibility for the relationship to form a focus of the therapy if required. Here 
I shall look at the distinction Niolon (1999) draws between the relationship being 
used as a ‘vessel’ for change and therapy which actively uses the relationship as a 
central component of the change process itself, I shall illustrate this with examples 
fi'om my own practice.
The Therapeutic Relationship
It has long been accepted that the therapeutic relationship has a significant effect on 
therapy regardless of the therapist’s theoretical orientation. A sound relationship is 
a necessary condition for good CBT (Beck, Rush, Shaw & Emery, 1979; Morrison, 
Renton, Dunn, Williams & Bentall, 2004; Persons, 1989) and significantly 
contributes to the outcome of the therapy (Persons, 1989; Raue & Goldfried, 1994; 
Wright & Davis, 1994), whilst a bad client-therapist relationship can have a 
detrimental effect on the work achieved together (Bums & Auerbach, 1996). 
Furthermore, Raue and Goldfi*ied (1994) commented that a technique-oriented 
approach to CBT, which does not pay adequate attention to the relationship is likely 
to generate poor client compliance and a high drop out rate. As Beck, Emery and 
Greenberg (1985) found, clients with anxiety based concerns often attribute a large 
part of the success of their work to the therapeutic relationship itself.
Whilst it could be argued that as a model CBT has tended to pay less attention to 
the therapeutic relationship than other models of therapy, it was Aaron T Beck, one 
of the forefathers of CBT, who in 1979 wrote that one of the most common pitfalls 
people fall into when learning cognitive therapy is underestimating the importance 
of the relationship. He felt the development of this was so important that he 
devoted a whole chapter to the ‘relationship’ in his book ‘Cognitive Therapy for 
Depression’ advocating the need for the competent therapist to display warmth, 
accurate and empathie understanding, genuineness, trust and the ability to develop a
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rapport with the client (a list of requirements not dissimilar to Rogers’, 1957, core 
conditions). Furthermore, he attended to the issues of transference and counter­
transference and how they might be addressed in CBT. Beck also cautioned that:
the novice therapist often becomes so enamoured of the techniques that 
they forget the importance of establishing a sound therapeutic relationship 
with the patient... the therapist must never lose sight of the fact that he is 
engaged with another human being in a very complicated task (Beck et al., 
1979, p. 27-28)
In addition, that techniques should be applied in the presence of a relationship in a 
“tactful therapeutic human manner by a fallible person -  the therapist” (p.46). This 
warning is echoed by Safran and Segal (1990) who highlight the need for therapists 
to always be aware of the relationship and not to rely just on the therapeutic 
armament of tools and techniques at their disposal else they become little more than 
a technician, administering tools with little understanding of underlying processes.
However, whilst Rogers (1957) proposed that a warm empathie relationship is one 
of the necessary and sufficient conditions for personality change. Beck argued that 
although necessary was not sufficient to bring about change for the client. Instead, 
the main task of CBT could be seen as working towards resolving client problems 
using various tools, techniques, and interventions in a symptom-focused way. To 
allow this to occur, a therapeutic relationship is developed. However, the 
relationship itself is not necessarily an active part of the therapy per se (Wills & 
Sanders, 1997). For example, for an anxious client who is paralysed with 
frightening thoughts, a warm and trusting relationship is essential on which to base 
cognitive behavioural work, for example exposure, but would not be enough on its 
own to necessarily bring about change.
Historically, within CBT the therapeutic relationship was defined as one of 
‘collaborative empiricism’ (Wills & Sanders, 1997). This tended to be
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conceptualised using Rogerian concepts and its purpose was to form a secure base 
on which the cognitive work could take place. However, Beck saw the 
collaborative relationship of CBT as being different to the relationship that CBT 
shared with other therapies:
I certainly consider the therapeutic alliance as a common factor shared with 
other therapies. But I also believe that the shared and explicit focus on 
changing belief systems, reinforcing and refining reality testing, and 
developing coping strategies makes for a more robust therapy (Beck, 1991, 
p. 194).
This is achieved through the development of this collaborative relationship (for 
more information, see Beck et al., 1985).
The Therapeutic Alliance as a vessel for change?
Beck et al (1979) suggest that initially the therapist “tries to engage the patient in a 
therapeutic alliance of collaboration” (p.54), thereby developing a comfortable, 
positive, trusting working relationship on which other therapeutic work can be 
made. According to this view “a trusting relationship with the therapist allows the 
patient to use the technical interventions developed by cognitive-behavioural 
therapists to confront and work on difficult and painful problems” (Morrison et al., 
2004, p. 158). In the alliance, therapists can use technical interventions such as 
imagery and exposure to help bring about change. In this way the relationship 
could be conceptualised as the vessel in which the actual therapy is achieved and 
therefore possibly different or separate to the technique itself.
Niolon (1999) comments that the question o f ‘which is more important, the 
technique or the relationship?’ has long been debated in psychotherapy without 
much resolve. Perhaps this distinction seems arbitrary given in a humanistic and 
psychodynamic way of working the relationship and the therapeutic work appears
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synonymous. However, Niolon argues that in CBT this is not necessarily the case. 
Niolon suggests a distinction can be drawn between a relationship which forms a 
vessel for the delivery of the actual therapy and a relationship which forms an 
intricate part of the therapeutic techniques in and of its own right, termed primary 
and secondary factors respectively.
I would question whether this distinction can actually be made. I would argue that 
the relationship has the same qualities whether they are explicitly discussed as part 
of the therapy or not. Whilst for patients referred with axis I problems (for 
example, simple phobias) this engagement should be fairly uncomplicated and the 
relationship does not need to form a focus of the work, it may be more complicated 
for those with more severe problems, for example psychosis and personality 
disorders. Therefore, perhaps in CBT also the relationship and technique are 
inseparable, the difference is that unlike the psychoanalytic and humanistic 
perspectives it is not assumed that the relationship will be an active ingredient of 
the work. This can be illustrated in an anology used by Morrison et al (2004):
If you are stuck, fearful and shaking, halfway up a cliff and perched on a 
small ledge, a rescuer would need to possess both of the following attributes 
to help you return to solid ground: First, the necessary skills and tools to 
help you climb up or down the rock face, and second, the ability to induce 
trust in him or her so that you will be able to utilise these techniques in your 
ascent or descent. Either of these skills existing in isolation would not allow 
clients to develop the necessary confidence to disrupt their current status 
quo (p.89).
Miss Jones is a 21 year-old medical student who presented with a needle phobia. 
Whilst able to receive injections she reported being unable to administer them to 
patients for fear of causing them pain and terrible injury. I worked with Miss Jones 
to develop a relationship where she felt secure enough to engage with her fears in a 
systematic way. We used various CBT techniques such as exposure with response
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prevention to a graded hierarchy of fears to help her overcome her fear. At the end 
of our work together she was able to inject patients and noticed a significant 
reduction in anxiety when carrying these out. In this piece of work the relationship 
provided a secure vessel in which Miss Jones could address her fears. There was no 
particular need to attend to the relationship itself greatly (particularly in terms of 
transference and counter-transference) as this was not negatively impacting on our 
work together.
In summary, for symptom-focused work the relationship needs to be good enough 
to facilitate the work done together but does not necessarily need to form a central 
theme of the therapy. There are no aspects of the relationship that are absent when 
working at this level, but for the therapy to be successful they do not necessarily 
need explicitly studying.
The Relationship as the Therapy
Wills and Sanders (1997) suggest that part of the distortion of the importance of the 
therapeutic relationship in CBT has arisen because many CBT writers have given 
the impression that the relationship is just the vessel in which to do the real work. 
Whilst as previously discussed in simple axis I problems this might be the case, 
these clients form only a portion of the people seen in clinical practice and often 
reside at the milder end of the spectrum. For those with more severe problems, this 
level of relationship may be insufficient, particularly those who have problems at an 
interpersonal schema level where the relationship with the therapist has the 
potential to be part of their pathology (Padesky, 1996).
In response to the adaptation of CBT for work with more complex clients, CBT 
therapists have developed a deeper understanding of the therapeutic relationship 
and the role it can play in therapy. This is reflected in the CBT literature with more 
space being devoted to the discussion of interpersonal processes, particularly when 
working with personality disorders (PD) and psychosis (Beck, Freeman & Davis
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1990; Layden, Newman, Freedman & Morse, 1993; Safran & Segal, 1990; Wright 
& Davis, 1994; Young, 1994).
With clients suffering from PD and other complex presentations, dysfunctions 
within their interpersonal schemas often emerge clearly within the therapeutic 
relationship (Padesky, 1996). Therefore “working in the therapeutic relationship is 
... important because it is a powerful way of working on the psychological 
difficulties that are the basis of all the patient’s problems” (Persons, 1989, p. 167). 
For example, the narcissistic client may hold the belief that ‘if I am not treated in a 
special way it means I am nothing’ may demand special privileges of the therapist. 
Alternatively, the dependent client may believe they cannot cope on their own 
without the therapist’s help, whereas the passive-aggressive client who believes that 
if he does what others want it means they are in control may continue to sabotage 
the work done together. At a more fundamental level Beck et al. (1990) note that if 
a client has a schema or belief about other people as being untrustworthy then this 
could interfere with them building a relationship with their therapist and trusting 
them.
As well as the possible problems therapists could have forming relationships with 
clients because of their schemas and past pathology, relationships are also important 
in CBT in that they can provide the therapist with a real life situation where client’s 
can begin to address, change and reorganise their old schemas into new ones -  one 
of the primary goals of schema focused therapy, a branch of CBT (Niolon, 1999). 
Therefore, the therapeutic relationship not only provides a wealth of information 
and understanding about the clients problems but difficulties within the relationship 
can also provide the material on which change can occur (Wills & Sanders, 1997). 
Using the relationship is critical for cognitive therapy with these populations 
(Newman, 1994; Padesky & Greenberger, 1995). “To promote schema change in 
personality disorders, a cognitive therapist uses the therapeutic relationship as a 
laboratory for testing core beliefs ... therapist and client examine affective.
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cognitive, behavioural and relationship consequences of the experiments” (Padesky, 
1996, p.270).
Miss Watts was a 23 year-old medical student. Her referral to the service was for 
depression. However, during the initial stages of therapy she appeared to show 
borderline PD traits, for example oscillating between idolising and denigrating 
relationship. Over a number of weeks, it became apparent that Miss Watts was not 
responding well to symptom focused CBT. In sessions she appeared to present in a 
dichotomous fashion either very angry and hostile or happy. In both positions she 
had little awareness of being in the other position. I found her particularly difficult 
to engage with and over time she shared with me how she experienced me as being 
critical, something I was unaware of. Our therapy moved to focus more on our 
relationship, how we experienced each other and the apparent modes in which she 
operated and the schemas underpinning these. At the time of writing this paper I 
am still working with Miss Watts and finding that we have made more advances in 
our work together once we began to focus on our relationship.
Conclusion
The popularity of CBT has grown enormously over the past two decades as its 
theories are being successfully adapted and applied to various psychological 
disorders. One of the biggest criticisms of CBT has been its alleged neglect of the 
importance of the therapeutic relationship. However, this appears to have been a 
myth, at least in part (Leahy, 2001). Whilst CBT has always accepted the need for 
a good relationship to be present to facilitate the work it is only more recently has 
there been a growth in the interest of interpersonal processes within the therapy, 
perhaps this is because CBT has started to be applied to complex chronic problems 
which need greater attention to be paid to interpersonal processes than simples 
phobias and anxieties (Wills & Sanders, 1997).
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Whereas with other modes of therapy the therapeutic relationship forms a central 
component of the therapy, this is not necessarily the case with CBT and is not 
assumed either as previously illustrated. This is not to say that the interpersonal 
schemas, transference, and counter-transference are absent from the real work, but 
are a quality which continually changes and can be used in therapy if required, but 
equally do not have to be attended to for the therapy to be successful (Safran & 
Segal, 1996). However, as Young and Behary (1998) argue “since one of the 
hallmarks of character pathology is difficulty in establishing the relationship, and 
since interpersonal problems are often core issues for these patients, the therapeutic 
relationship is a vital medium for schema modification” (pi96).
Like other theoretical models, CBT can be seen as an umbrella term for many 
different practices. Just as psychodynamic traditions houses Kleinian and Freudian 
approaches to practice, so too can CBT take a variety of forms from the more 
symptom-focused where the relationship needs to be ‘good enough’ so client and 
therapist can work on clients problems without paying a great deal of attention to 
the process that is going on between them, to a more process-oriented approach 
advocated for more complex clients, such as those with PD, where dysfunctional 
interpersonal schemas form part of their pathology. By attending to the process and 
looking at how interpersonal schemas are played out in the therapeutic relationship 
schema driven behaviours and schema maintenance can be seen in action (Wills & 
Sanders, 1997).
As Jacobson (1989) points out, “although psychoanalytic theorists and therapists 
have been writing about the healing potential of the therapist-client relationship it 
has only recently crept into the cognitive-behavioural literature” (p.89). Whilst this 
is not strictly true there has definitely been an increase in the attention paid to 
interpersonal process and the therapeutic relationship in recent years in CBT. The 
relationship although always assumed has now started to come to the forefront of 
CBT, maybe CBT is not so different from other modes of therapy as people may 
have though.
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Introduction to the Therapeutic Practice Dossier
Within the therapeutic practice dossier are details of my clinical placements. In my 
first year I had two one-day a week placements in two different Primary Care 
Counselling Services. In my second year I spent two days a week in a university 
student counselling service and in my third year I spent two days a week in an NHS 
student mental health service. There is also my clinical paper which looks at my 
journey through my training as a Counselling Psychologist. This paper reflects over 
both the very personal journey I have made and the clinical experience I have 
gained, discussing how they fiise together in the development of my professional 
identity.
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Year One Placement (a) -  Primary Care Counselling Service
January 2004 -  August 2004 (inclusive)
My first placement was in a primary care counselling service offering brief therapy. 
This formed part of the locality community mental health team that serviced a 
number of GP practices in an inner city area. The service was based in an annex of 
a hospital and facilities were shared with other primary care workers including 
social workers, occupational therapists, community psychiatric nurses. The brief 
therapy team consisted of two psychotherapists and myself. My supervisor 
practiced in an integrative way drawing from person-centred and psychodynamic 
ways of thinking.
The service advocated short-term therapy lasting twelve weeks, although referrals 
could be made for longer-term therapy if it was deemed necessary. Psychiatric 
input was readily available for clients if it was felt appropriate and the service had 
good links with the crisis intervention team and the department of psychiatry at the 
main hospital. The service had a waiting list of approximately six months for 
therapy with patients being assessed in that period.
Clients tended to come from a variety of backgrounds in terms of ethnicity, 
socioeconomic status and age ranges although given the locality of the service 
within the city many clients came from poorer backgrounds. Referrals were made 
to the service for a variety of problems including depression, anxiety, post- 
traumatic stress disorder (PTSD), bereavement problems and issues of self-harm.
As with all my placements client studies, process reports and log books were 
completed in accordance with university course requirements. The clients I saw 
had previously been assessed by my supervisor. I worked in a fairly person-centred 
manner drawing from psychodynamic theory where appropriate in accordance with 
my supervisor’s practice.
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Year One Placement (b): Primary Care Counselling Service
April 2004 -  August 2004 (inclusive)
My other first year placement was also in a short-term counselling service of an 
inner city Primary Care Trust. The service was based in an NHS primary care 
resource centre. However, counselling was conducted in various GP surgeries 
throughout the borough. The surgery I practiced in was a large practice and the 
sessions were held in a physiotherapist’s room. The service consisted of eight full 
and part-time therapists of varying theoretical orientations. Referrals were made to 
the service by GPs and the waiting list was approximately 14 months for therapy. 
Assessments were undertaken by all the therapists when they were available to take 
another client onto their case load.
The service advocated short-term therapy lasting eight weeks, which is non- 
negotiable. This is in response to the considerable length of waiting lists for clients. 
However, appropriate referrals can be made if necessary to longer-term services 
such as the psychotherapy department.
Clients tended to come from poor socioeconomic backgrounds with many being 
unemployed. There were also a high number of clients from ethnic minority 
backgrounds presenting at the service which reflected the diversity of the local 
population. Clients typically had wide ranging problems from chronic depression 
to anger management issues and eating disorders.
I worked in a person-centred way although using some cognitive-behavioural and 
solution-focused techniques with some clients. I was in this placement one day a 
week seeing clients, with an hour a week of supervision.
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Second Year Placement: University Student Counselling Service
October 2004 -  June 2005 (inclusive)
My second year placement involved spending two days a week in a university 
counselling service. The university is located in a small historic city with a 
population comprising predominantly of Caucasian middle-class families. The 
service is based within the student services building on the main campus and shares 
facilities with other departments such as student welfare and learning support. The 
counselling service comprised a full-time head of counselling, and nine part-time 
counsellors of varying orientations offering psychodynamic, person-centred, 
existential and cognitive-behavioural therapy.
Clients referred themselves to the service by contacting the student service 
receptionist in person, via the telephone, or email. At time of booking they were 
asked to leave their contact details but were not asked anything about their 
concerns. Assessment sessions could be conducted by any of the counsellors and 
usually last 30 minutes. The service aimed (as far as logistically possible) for the 
assessing counsellor to be the ongoing counsellor, as it was felt that a therapeutic 
relationship had already started to develop in the assessment session. However, if 
counselling in a different theoretical orientation was considered to be more 
appropriate then, in negotiation with the client, passing them on to a colleague 
occurred, for example, a client exhibiting simple phobias tended to be referred to 
see a cognitive-behavioural therapist.
The service offered tended to be short-term advocating an initial contract of six 
sessions. However, there were opportunities for extensions to be negotiated 
between the client and therapist if necessary. In addition, whilst the service cannot 
refer directly to the mental health services, referrals could be made via the GP with 
the client’s consent.
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Clients tended to present from a variety of backgrounds particularly as there were a 
high number of foreign students at the university. Their concerns were mild in 
comparison to my previous placements and tended to incorporate depression, 
anxiety, identity issues, separation issues, homesickness, exam stress, obsessive- 
compulsive disorder (OCD).
I spent two days a week in this placement working in a fairly person-centred way 
but also informed by psychodynamic principles. In addition to seeing clients I was 
able to take part in team meeting and external team supervision. I attended several 
‘at risk’ meetings which was where the different student support service 
departments, for example counselling, welfare and learning support, came together. 
At these meetings students that staff were particularly concerned about were 
discussed and an attempt made to ensure some sort of cohesion between the 
departments in the support packages that were put in place. In addition, I attended 
the two semester meetings with the local GPs who serviced the students. These 
meetings were forums where questions could be asked relating to diagnosis, 
pathways of care and medication. External supervision was also provided each 
semester from a psychiatrist specialising in psychotherapy, at which I was able to 
present several of my clients.
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Third Year Placement: NHS Student Mental Health Service
September 2005 -  August 2006 (inclusive)
In my third year I worked in a Student Mental Health Service located in a medium 
size city which housed two universities. One of the universities recently changed 
for a institute of higher education, and tended to focus on more vocational based 
degrees. The other university tends to offer traditional academic courses. As a 
result of this the students referred come from a diverse background in terms of 
ethnicity, culture, socioeconomic status and level of education.
Referrals came from GPs and psychiatrists and are for clients with moderate to 
severe problems such as depression, personality disorders, and phobias. The 
service operates at a tertiary level working alongside both the adolescent services 
and the adult mental health teams. The service was set up in response to GP’s 
concerns that long waiting lists for adult services were meaning that students’ needs 
were not being met, as they were often not able to be seen until after their course 
had finished and they might have moved away. This resulted in a number of clients 
being Tost’ in the system or starting at the bottom of another waiting list in another 
city.
It is usually suggested to students with less severe needs that they access the 
university counselling services with which we have good ties. The Service 
comprised one full-time and four part-time therapists of different therapeutic 
orientations, a part-time psychiatrist, and input from two consultant psychiatrists as 
well. I practiced there within a cognitive behavioural therapy (CBT) framework. 
The service had a waiting list of approximately 10 months and provided varying 
length contracts with students depending on the complexity of their problems. If 
students required ongoing support having completed their university course, their 
case could be referred to the adult mental health teams.
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I worked in this placement for two days a week. Alongside my clinical hours and 
supervision I was also able to participate in a wide range of other activities. As far 
as was logistically possible I attended weekly team meeting to discuss client 
referrals along with monthly business meetings. In April I attended a one-day 
conference on meta-cognitive therapy. In May I was able to attend the team’s 
away-day where future strategies, targets and the team’s future were discussed. I 
was also involved in setting up and running the service’s stand at the universities’ 
Fresher’s Fairs at the beginning of the new academic year which had a Halloween 
theme.
56
Evolution: The Personal Journey of a Counselling Psychologist
Introduction
My aim in writing the paper is to give an account of my therapeutic practice and 
how theory, research and practice are all interwoven in my identity as a Counselling 
Psychologist. To this end, I have decided to begin with a personal narrative as to 
the dissatisfied psychologist who began his training nearly three years ago and 
whilst no longer either dissatisfied nor purely a psychologist feels himself to be 
engaged and committed to the evolving developmental process of becoming a 
Counselling Psychologist. Whilst I feel in advance of where I began on this 
journey, I recognise that I am only beginning to develop my own professional 
identity, acknowledging the potential within myself to grow and change as I 
develop a deeper awareness and understanding of new ideas and concepts. 
Therefore, this paper can only offer a temporal account, a snapshot, but one which 
houses the foundations of my practice as a Counselling Psychologist.
This paper will begin by offering this personal narrative before moving onto 
consider counselling psychology and the importance of the therapeutic relationship 
within it. I shall continue by discussing the various clinical experiences I have 
gained throughout my training and the important learning I have taken from each of 
these. I will end by considering how I evaluate my practice and my continuing 
professional development.
A Personal Narrative
I came to counselling psychology as a scientist. My undergraduate degree was 
grounded in positive experimentalism, and I remember on our induction one of the 
senior tutors stating something about ‘this being a psychology degree, it is not about 
counselling nor learning more about yourself, it is about understanding how people 
function through objective scientific investigation’. I can also recall starting my
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dissertation into the effects of parental death in childhood on cognitive and 
emotional development, and a slightly over-zealous friend informing my supervisor 
that the reason for my topic was because I lost my own mother when I was eight.
On my first meeting with my supervisor I was informed that ‘the dissertation was 
not somewhere to work out one’s childhood problems but was a space to engage in 
objective empirical research.’ The assumption being that I was looking for some 
sort of resolution of my previous experiences through research. Furthermore, that 
personal experience precluded me from being able to research something. I felt that 
surely this level of objectivity was unobtainable as we all have life experiences and 
researchers are no different.
I came out of my undergraduate degree believing that psychologists were merely 
lab technicians studying people, much the same way we do with laboratory rats, in 
the same clinical, emotionally-distanced, apparently objective way. There appeared 
to be something quite safe and saline about psychology, which left me despondent 
wondering where the ‘real’ lived experience of personhood came in and what does a 
score of four out of seven on Likert scale really tell us about what it is like to be 
them.
This void was filled for a number of years by working as a Samaritan volunteer. It 
was in this role as a listener for people in distress through face-to-face, phone and 
email contact that my interest in a more therapeutic take on psychology was 
developed. I was drawn to counselling psychology because it appeared to form the 
bridge between psychology and psychotherapy, a place where my scientific and my 
therapeutic more interpersonal side could coexist in a professional body.
Ethos of Counselling Psychologist
Counselling Psychology in Britain can be thought of as a return of counselling to 
psychology but still retaining its roots in humanistic values and a human sciences 
perspective (Strawbridge & Woolfe, 2003). It forms a professional body of applied
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psychology within the British Psychological Society, and as such works within the 
framework of the BPS Code of Conduct.
Counselling psychology is a new breed of professional applied psychology 
concerned with the integration of psychological theory and research with 
therapeutic practice. The practice of counselling psychology requires a high 
level of self awareness and competence in relating the skills and knowledge 
of personal and interpersonal dynamics to the therapeutic context (British 
Psychological Society, 2006).
It is this proposed integration where counselling psychology currently seems to 
experience a conflict between relational aspects of counselling and the technical 
aspects of being a psychologist, ‘ ... all this highlights the tension between the 
dominant model of science favouring medical and behavioural models of practice, 
and the humanistic value based practice stressed in counselling psychology” 
(Strawbridge & Woolfe, 2003, p.7).
In addition, counselling psychologists’ practice will often be affected by the context 
in which they are employed. For example, within the National Health Service 
(NHS), and increasingly in employer assisted programs, there is a drive to offering 
patients ‘treatment of choice’ grounded in evidence-based practice often informed 
by the NICE guidelines (for example, see NICE, 2004, guidelines for treating 
anxiety). These contexts subscribe, in the main, to a scientific biomedical model of 
illness with patients being treated, having somewhat standardised techniques ‘done 
to them’, which is at odds with a more humanistic stance which would see 
therapists often striving to ‘be with’ rather than ‘do to’ their clients, and always 
trying to see and work with their clients as unique individuals. The tension between 
the nomotetic and idiographic approaches is one which I continually experience in 
my clinical work and are reflected in my choice to engage in both qualitative and 
quantitative research over my course.
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There appears to be a tendency towards CBT as the preferred mode of therapy (see 
BPS Division of Clinical Psychology, 2000) arguably because CBT can be neatly 
aligned within a scientific model subscribing to positivistic methods of evaluation 
than other modes. As such CBT methods are seen as being more scientific, in the 
more traditional quantifiable sense, and therefore changes more easily measured 
(Wampold, 2001). However, not only is there a lack of agreement as to what 
constitutes a satisfactory outcome (Wilson & Barkham, 1994), but there is great 
debate as to what constitutes science and whether such positivistic methods can 
really catch the subtleties of personhood. In engaging with this debate counselling 
psychology has engaged in both quantitative and qualitative research methods in 
their practice (Wampold, 2001; Woolfe, 1996).
Personal Therapy
I come from a background of self-control, stiff upper lip culture and the perceived 
ability of everyone to cope and continue with life regardless, and during my 
childhood it was an attitude that probably allowed me to make the most of my early 
years against a background of tragedy. Until starting this course personal therapy 
was not something I had ever really thought of for myself and probably like many 
of the clients we see ambivalent about its utility and the investment I was making. 
However, in total I engaged in two years of personal therapy (a year longer than the 
minimum course requirement). In my first year I undertook therapy with a 
practitioner who would probably akin themselves with a fairly person-centred 
integrative way of working. I chose this quite specifically not wanting a 
psychodynamic practitioner with too strong an interest in my childhood. In 
retrospect I realise that this was about me finding a safe, non-threatening, first step 
into the world of therapy that allowed me to build the confidence to engage in a 
second piece of work with a psychodynamic psychotherapist. It was in this second 
relationship that for me the therapeutic work really began and I started to look at my 
past and present in a constructive, often acutely painful, but ultimately beneficial 
way. I value immensely both experiences I had of therapy. The first for providing
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a safe contained environment where I felt I could use the space and the second for 
building on this and working more proactively with issues from my past.
At a very personal level it gave me my first opportunity to work through my grief 
and past tragedies including my mother’s death where I did not have to be the 
strong one for everyone else but could allow myself to feel sadness and loss without 
trying to bury it. In my second year it also provided me with containment of the 
grief I felt at my ex-boyfriend’s attempted suicide and prolonged death from 
MRSA. In that past I would have ‘bottled up’ and swallowed raw emotions but I 
learnt to both experience them and work through them in a more positive way. This 
had had a direct impact on my practice in that no longer do I feel ‘dry’ to a client’s 
emotions but can empathise more easily with their experiences. Additionally, 
where for so long I felt that I had little comprehension of emotions and a child’s 
language to try and explain them, I now feel that I have developed emotionally and 
am linguistically better able to discuss them. The best way I can explain it is to 
suggest that perhaps because of past events my emotional development was halted, 
or at least stunted, and that through therapy and working with clients this has been 
allowed to continue again.
The professional learning I took away from this experience was invaluable. Aside 
from the personal benefits, it gave me an amazing insight into the experience of 
being a client, right down to my anxiety I experienced being on the doorstep 
thinking every passer-by knew I was about to see a therapist but that it was ok 
because I was a trainee! This prejudice at the start was something I was completely 
blind to and I spend considerable time, both in personal reflection but also in 
therapy, thinking about. In addition, I came to recognise the different benefits 
various ways of working have not just for different people but for a single person at 
a different point in their journey and the importance of a ‘fit’. For me, it was a non­
verbal connection between my therapist and myself and our way of being / working 
with each other. This is not to say that the connection was always positive, far from
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it, but that it was there. There was a ‘relatedness’ between us and this is something 
I hope to integrate into my practice.
The Therapeutic Relationship
Research suggests no real difference in efficacy of different treatments (Clarkson, 
1994; Shapiro & Shapiro, 1982; Smith & Glass, 1977; Wampold, 2001). 
Furthermore, research seems to consistently indicate the importance of the 
therapeutic relationship regardless of theoretical orientation (Roth & Fonagy, 1996; 
Safran and Segal, 1990). Norcross (1986) argued that the approach was far less 
important than the quality of the relationship or other client characteristics (e.g. 
motivation to change) in bringing about a successful outcome. An opinion echoed 
by Safran and Segal (1990) who comment that the growing realisation in the 
psychotherapeutic community is that “the non-specific factors of therapy may be 
the most powerful component of successful treatment” (p.4).
As argued by Woolfe (1990), one of the major tenets of counselling psychology 
which distinguishes it from other applied psychologies is an awareness of the 
importance of the ‘helping relationship’ as being significant in bringing about 
change. The significance of the relationship is something that I have held onto 
throughout my clinical experience. As I go on to discuss, in all three models of 
practice I have been exposed to, it’s the therapeutic relationship, and the different 
ways that it can be employed, that have given them a cohesive narrative. I would 
agree with Kahn’s (1991) perspective that views the relationship as a central factor 
in all psychotherapy. Maybe, as his teacher said, “the relationship is the therapy” 
(Kahn, 1991, p. 1). Furthermore, it is not just the relationship but as Strawbridge 
and Woolfe (2003) comment, “the self of the helper is acknowledged as an active 
ingredient in the helping process” (p. 12), and what this consists of would be unique 
to each practitioner.
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A Humanistic Approach
In my first year, I had two placements both in inner city Primary Care Trusts (PCT), 
one based in an annex of a hospital and the other in a GP practice in South London. 
This first year for me was about developing and consolidating core counselling 
skills very much based on Rogers’ (1951) core conditions of empathy, congruence 
and unconditional positive regard. Having had no previous counselling experience 
prior to the course 1 spent this year trying to hone these skills. Neither of my first 
year supervisors would consider themselves to be purely person-centred 
practitioners, one informed by more psychodynamic thinking and the other a more 
CBT solution-focused approach. This would often leave me ‘in a spin’ about 
differing ways of conceptualising client’s concerns and scrabbling for a myriad of 
texts to try and gain a better understanding. Yet, one principle that gave my 
experience a sense of cohesion was the importance both placed on the therapeutic 
relationship as an intricate part of the therapeutic endeavour and the need for 
Roger’s core conditions to be present.
Miss Morris was a 43 year-old woman of White-British origin who presented with 
depression. She felt this had been growing for several years perpetuated by a 
number of significant life events including the death of her mother, an attempted 
rape and current difficult financial circumstances. 1 worked with Miss Morris for 
eight sessions as was the contract advocated by the service. One of the aspects of 
our work 1 was most pleased with was the development of a therapeutic relationship 
which seemed to facilitate her ability to explore some deep and often painftil 
emotions and also to feel heard. However, whilst this may well have been the case 
it also gave me my first taste of a particularly difficult ending. In our last session 
together Miss Morris presented incredibly angry and upset with me apparently for 
ending the therapy when she still felt we had so much more work to do. Whilst at 
an intellectual level 1 was able to conceptualise her anger as being about the ending 
of a very important relationship to her, possibly one of the most significant in her 
recent history, at an emotional level 1 was very left reeling that 1 had apparently not
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realised quite how important our relationship had been for her and for having ‘done’ 
something that upset her. I was left feeling very upset at this ending and 
questioning my abilities as a therapist. It took me quite a lot of time to feel 
confident again after this and endings are something I am cautious, perhaps over­
cautious, about now.
I took away a lot of lessons from this experience. I realised that even in short-term 
work relationships with depth are developed and the significance of these should 
not be underestimated particularly as the therapy draws to a close. Secondly, I 
realised how easy it could be to stay in my head with some rational explanation for 
her reaction in our last session and to shut out my emotional response to the 
experience. Whilst this might have served to protect myself from my feelings of 
hurt, I think I would have become the ‘inauthentic therapist’ lacking Roger’s core 
conditions.
Finally, I experienced working in a context where my personal ethics and 
contextual issues do not necessarily fuse that easily. For example, the rigidity of 
contracts and lack of other support services meant that although I wanted more time 
to work through this the service would not allow it. However whilst I have spent 
considerable time questioning how to have improved the ending (something 
important for all therapists to reflect over) I have also recognised that there will be 
many occasions where the ending is less than perfect and its how I learn to 
negotiate these both with the client and on my own afterwards that is important. In 
personal therapy I have considered the impact of my own personal experiences of 
endings focusing predominantly on deaths of significant people and the impact 
these might have on my practice.
A Psychodynamic Approach
The psychodynamic approach was the one that probably filled me with most 
trepidation. In reflection, I think much of this was generated through my
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undergraduate years where Freud’s ideas were dismissed on more than one occasion 
for being very abstract, non-scientific and sometimes quite bizarre. I also think that 
this is the model that, for me, took the greatest leap of faith to engage with and 
understand because it felt like the one that disregarded objectivity for 
conceptualisation based in symbolism, metaphors and childhood origins. It was 
probably the model that the scientist in me had greatest problems engaging with at 
the start. However in reflection it has given me some of the concepts that still 
commonly appear in my work (for example, attachment, transference and counter­
transference, projection).
Suitably, my second year placement offered me the chance to engage with 
psychodynamic theory and practice at my own pace, although I imagine this had its 
disadvantages as well. As opposed to adopting a more classical analytic practice 
with the therapist as a blank screen, which I had my reservations about, I was able 
to develop a way of being with clients where I could still keep a person-centred core 
whilst using psychodynamic principles to inform my thinking and practice with a 
client. My placement was in a university student counselling service working short­
term. Because of the set up of the service and the population, I had to adapt my 
style to engage with a group that were my own peers and find a way of engaging 
with students who had very limited knowledge of therapy and were often sceptical 
and cynical at the outset.
In this placement I also learned about the idea of a ‘therapeutic fit’. Whilst as 
practitioners we are able to choose to work in models of practice we feel resonate 
with us, this choice is rarely offered to clients. Therefore, it would seem reasonable 
that for some, the way a particular therapist works might not suit their particular 
needs. I saw Mr Bryant, a 34 year-old university lecturer of white-British origin.
His presentation was for a problem with gambling though he would not term it an 
addiction. He wanted to use therapy to learn how to control his gambling so that it 
did not adversely affect his family financially but had no motivation to abstain from
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it completely. Mr Bryant was very reluctant to discuss anything that was not 
directly linked to the gambling.
I found Mr Bryant very difficult to engage with and I think that there was 
something about our compatibility. In part this had to do with us as ‘people’ in that 
I felt he found working with someone younger than himself challenging and I 
probably responded by feeling intimidated by him and consequently felt inferior to 
him. However I was also trying to practice psychodynamically and I think he was 
after a more solution-focused approach. In hindsight a referral to see someone 
more suitable might have been more appropriate, though he was reluctant to seek 
help from the GA (gamblers anonymous). Mr Bryant’s motivation for change was 
definitely an issue, but I wonder whether he might have engaged better with a more 
cognitive behavioural therapy (CBT) approach, possibly finding the technique 
aspect of it less threatening than the more relational aspect of the psychodynamic 
way of working.
A Cognitive Behavioural Approach
I will admit naïve ignorance towards CBT as a model which appeared to advocate 
something being done to a client, a technique, rather than a collaborative practice 
leaving the clinician as little more than a mechanic operating in a supportive 
surface-oriented way rather than providing a true insight-oriented therapy 
(Wolberg, 1988). I fell into the pitfall that Safran and Segal (1990) have written at 
considerable length on in understanding that in CBT because the relationship is less 
tangible than specific techniques and therefore more difficult to operationalise and 
evaluate less importance is paid to it. Whilst my perception of CBT has changed, I 
still retain the belief that this is how it is often perceived by sceptics and 
practitioners from more positivistic backgrounds. However, approaching CBT 
within a counselling psychology framework has meant that I have been fortunate 
not to be blinkered but able to question, muse over, challenge, and wrestle with how 
its principles can be applied in a fashion more at ease with my person centred
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underpinning or way of being with a client. Luborsky (1984) argued that good 
therapy involves a changing balance between a supportive and more insight- 
oriented ways of working with a client, and whilst in practice not so discretely 
separable this is a way of working that I can see materialising in my practice.
My third year placement was in an NHS student mental health service which 
supported two large universities within the city. It was here with fantastic 
supervision that I found the space to really begin to consider myself as a 
counselling psychologist. My supervisor, whilst a cognitive-behavioural therapist, 
allowed me to bring concepts and practices from other traditions into the room and 
consider how they might add to my understanding and work with a client and could 
link into a more traditional CBT understanding of their concerns. In addition, I was 
granted the opportunity to ‘play’ with different styles of practice with different 
clients from more orthodox very structured symptom-focused approaches to work 
which was less rigid in boundaries and more process-focused. I worked with Miss 
Smith who was a medical student suffering with a needle phobia. Our work 
together was very much symptom focused and used cognitive and behavioural 
techniques to work with her fears, for example graded exposure, response 
prevention and cognitive restructuring. This piece of work did not require a strong 
focus on our relationship other than to ensure we had a strong enough working 
alliance for her to engage in the tasks we set.
In contrast, I worked with a client called Miss Thomas who presented with 
borderline personality type symptoms. Young and Klosko (1993) argue that 
traditional symptom-focused cognitive behavioural therapy may not always be 
sufficient to change lifelong patterns. Maybe because of this it soon became 
apparent that to just look at techniques and ways of working towards specific 
definable goals was not going to be enough for Miss Morris. One of the biggest 
obstacles for me was how differently she presented in sessions, for example in one 
session being relatively calm and happy and the next being very suicidal in what 
seemed like a random way. Drawing from the more relational schema-focused
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traditional within CBT, I used our relationship to eventually discuss with Miss 
Morris how I experienced her in the sessions and how this may be how other people 
experience her as well, and to make links between this and her underlying core 
beliefs and dysfunctional assumptions. As a result of having developed a good 
enough relationship we could use the strength of this to work through our issues 
together, for example our annoyance with each other at different points of the 
session. In this piece of therapy not just the strength of the relationship but also its 
utility as an active ingredient of the therapy was critical for our work together.
Conclusion
There appears to be increasing interest in developing an integrated form of practice 
to improve on therapeutic efficacy (Clarkson, 1995; Dryden, 1996; Holmes & 
Bateman, 2002) Whilst I have spoken about trying to embody Rogerian concepts in 
my way of engaging with clients, even though my work has been informed by other 
theoretical orientations, I am very conscious not to try and construct this paper in 
terms of an integrated perspective per se because of the confusion the term can 
engender, and the space available would not do it justice.
Integration has been talked about at different levels from theoretical integration that 
seeks to bring together elements from different models into a new theory or model 
(McLeod, 1993) to technical eclecticism which involves choosing the best 
technique for a client from an arsenal of models (McLeod, 1993). However 
integration brings with it, its own problems. Safran and Segal (1990) question as to 
whether new models of integration give justice to the years of wisdom accumulated 
by the old schools of psychotherapy is still being deliberated over.
To claim an integrative perspective I believe would be to present another model 
with aspects from current lines of thinking woven in a different pattern. This again 
seems to present the concept of ‘truth’ a right way of seeing and working with a
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client. This does not sit particularly comfortable with me at my current stage of 
training. Instead I am leaning towards engendering the idea of theories being seen 
as purely conceptualisations or metaphors used to help therapist and client 
understand the client’s experiences, to create a cohesive narrative to give sense to 
their problems. To understand different theoretical perspectives and integration 
Safran and Segal (1990) provide an analogy of multiple perspectives of same 
phenomenon found in quantum physics:
There it is recognised that reality can never be apprehended in an absolute 
sense and that different perspectives are necessary if one is to capture 
different and seemingly contradictious features of a phenomenon. To 
portray light’s properties, for example, contemporary physicists accept the 
notion that light has the characteristics of both a particle and a wave. They 
recognise, however, that these concepts are only approximations of reality, 
and that the limitations of logical and conceptual processes require that 
different and sometimes contradictory conceptual lenses be brought to bear 
on the same phenomenon (Safran and Segal, 1990, p. 14).
I have started to come to the realisation that there is not one particular way of being 
with a client, but therapy being more about the fit of the client and the therapist. To 
elaborate on this I mean that the therapist has to be comfortable in the style in 
which they are practicing and the models they are drawing on to informs their 
practice and the cohesions with which these are demonstrated. But I do not believe 
that this alone is enough. The therapy must fit the client and their concerns and this 
is something that has been a key learning in my second and third year. For some 
clients they may want or need to work at a deep level that involves the therapeutic 
relationship in a particularly active way, but for others this might not be the case 
particularly those (possibly) that ultimately are content with a more symptom 
focused way of working. I acknowledge that this is probably a crude and naïve 
distinction and can be criticised from different vantage points depending on one’s 
own way of working, but at the moment this is the point I am stood at. However, it
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is the relationship, in whatever shape or form it has taken, that for me is the crux of 
good therapy.
I find the idea of evaluating therapeutic outcome, and in turn my own practice, a 
complex and perplexing one. Whilst for service providers, users and for ethical 
reasons I understand the inherent need for evaluation I am still stumped as to how 
this is achieved in reality. Through my placements I have become familiar with the 
various measurements in use, for example the Beck Depression / Anxiety Inventory, 
General Health Questionnaire and CORE. I have used them either as purely part of 
service evaluation or as an active ingredient of the therapy. My concern with them 
is what do they actually show or prove? Most practitioners have their own 
idiosyncratic understanding as to how they evaluate their work (Wilson &
Barkham, 1994) in part based on their epistemological perspective, from subjective 
observations of apparent changes in the client’s presentation to more structured 
formative evaluation methods. For me it is a more qualitative way of looking at 
how the work has been, for example a client’s kind words, excitement at achieving 
something new in the preceding week that works for me where measures tend to 
leave me cold (a far cry from the psychologist I was three years ago). However, 
this does not carry as much weight as quantifiable measures in our drive for 
evidence based practice and would be a quality difficult to capture and compare 
across therapists. This links me back to the tension counselling psychology appears 
to embody. It is through engaging with research, both qualitative and quantitative, 
good supervision, keeping abreast of the current literature, and continuing 
professional development that I start to take assurance in my blossoming skills as a 
Counselling Psychologist.
Continuing Professional and Personal Development
I feel excited and energised as to where I currently am, and for the first time have 
some semblance of direction that feels like a fit rather than purely chance alone as I 
view my route to counselling psychology as having been. I am looking forward,
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without the backdrop and demands of academia (though I acknowledge ‘real world’ 
demands to be as exhaustive at times), to be able to continue my exploration into 
the work of psychotherapy. At this time I would not want to categorise myself in 
terms of working exclusively with a particular model because I both do not feel 
equipped with enough knowledge to do such a thing, and am of the mindset that this 
is not a prerequisite to being a successful practitioner. Instead I wish to spend time 
developing the curiosity that was opened up in me to different ways of being with a 
client and to continue without prejudice the development of myself as a Counselling 
Psychologist.
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Introduction to the Research Dossier
My research portfolio consists of my first year literature review entitled ‘A Review 
of the Essentialist Assumptions Underpinning Contemporary Understanding of 
Sexuality: Implications for Therapists’, my second year qualitative research report 
entitled ‘Constructing an Open Relationship and bringing it into Therapy: The 
Client’s Perspective’ and my third year quantitative report entitled ‘Attitudes to 
Non-Monogamous Relationships: Therapists’ Gay Men’s and a General Population 
Perspective’. My first year literature review represents my engagement with the 
literature on sexuality focusing on the essentialist assumptions that underpin 
contemporary understanding of sexuality. For example, that a person’s sexual 
identity, the gender of the people they are attracted to and the gender of the people 
they engage in sexual behaviours with are consistent with each other. My second 
year research develops this by focusing on one essentialist assumption in particular 
namely that monogamy is a prerequisite for a relationship. This research looked at 
gay men’s experiences of being in non-monogamous relationships and how they 
experienced disclosing it to their therapist. One thing that arose from my second 
year work was the diversity in gay men’s attitudes towards non-monogamous 
(open) relationships and their ambivalence towards therapy. Therefore I decided to 
explore this further by looking at therapists’, gay men’s and a general population 
sample’s attitudes to open relationships. In addition, I looked at whether gay men 
had different attitudes towards therapy than the general population sample, 
particularly in light of the growth of the literature in both gay and lesbian 
psychology and affirmative therapeutic practices with these clients.
All research was conducted once having obtained approval from the University 
Ethics Committee.
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A Review of the Essentialist Assumptions Underpinning Contemporary 
Understanding o f Sexuality: Implications for Therapists 
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ABSTRACT. Research into human sexuality is in a continual state of flux. 
The two main perspectives are the essentialist and the social constructionist 
approaches. Essentialist assumptions tend to dominate both the academic 
and popular discourse of sexuality, particularly the notion that our sexual 
attractions to a person are based on his/her biological sex above all other 
factors. However, this does not match everyone’s experiences. As 
therapists we are likely to come into contact at some point or another with 
people questioning their sexuality. However, until we can appreciate that 
not everyone experiences their sexuality in terms of this dominant 
essentialist discourse we will be ineffective in offering affirmative therapy 
to everyone.
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A Review of the Essentialist Assumptions Underpinning Contemporary 
Understanding of Sexuality: Implications for Therapists
Introduction
Human sexuality has long been an enigma for academics. Whilst in Western 
society we consider everyone to have some form of sexuality, academic discourse is 
rife with contrasting opinions as to the meaning of sexuality (Bohan, 1996). 
However, unlike academics, laypeople generally hold a more consistent belief that a 
person’s sexuality bears a direct relation to the biological sex of their preferred 
choice of sexual partner, male, female, or both, and view this “as the most 
important single feature in the typology of desire” (Ross & Paul, 1992, p. 1283).
Western society widely accepts that people hold one of three sexual orientations, 
they are heterosexual (also referred to as straight) being attracted to people of the 
opposite sex, homosexual (also referred to as gay / lesbian) being attracted to 
people of the same sex, or bisexual being attracted to people of both sexes. 
Heterosexuality is often viewed as the default category to which people subscribe 
unless they make a conscious effort to adopt a different classification, through a 
process commonly described as ‘coming out’, or reject all classifications.
Underpinning much of the academic and popular discourses on sexuality are 
essentialist assumptions that there is some stable, innate biological component to 
our sexuality, a truth, which can be objectively studied (Laumann, Gagnon, Michael 
& Michaels, 1994). These assumptions, unsurprisingly, pervade the therapist’s 
room when working with clients and issues to do with sexuality, particularly 
because both clients and therapists will hold specific beliefs about their own 
sexuality. Whilst there is a growing body of literature on therapy with gay, lesbian 
and bisexual clients (Davies & Neal, 1996; Neal & Davies, 2000), much of this is 
predicated on essentialist ideas around the development and acceptance of one’s 
true sexual orientation. However, not everyone conceptualises their sexual
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orientation as being stable and innate, instead viewing it as fluid and situation 
dependent (Diamond, 2000); others do not construct their sexuality in terms of 
being attracted to the biological sex of a person but in terms of other more salient 
characteristics such as personality (Ross, 1984). These clients pose particular 
problems for therapists, potentially challenging not just the therapist’s 
understanding of the client but also the therapist’s beliefs about his/her own 
sexuality.
In this paper I aim to review how these essentialist assumptions underpin much of 
the research into sexuality, and how they are taken as representing an ‘objective 
truth’ about a person, rather than being considered as a product of the social and 
cultural context in which we reside. In doing this, I will start by discussing the 
alternative essentialist and social constructionist perspectives of sexuality before 
questioning the key essentialist assumption that attractions to people (and sexual 
behaviour and identity) are based primarily on the biological sex of the person to 
whom one is attracted. This has arisen from our concept of sexuality as being built 
around genital sexual activity and places this above all other aspects of sexuality. 
Finally, I will consider the implications of these assumptions on therapeutic 
practice, not just with lesbian, gay and bisexual clients but with all clients 
regardless of their sexuality. In particular, I wish to highlight the need for therapist 
to be acutely aware of how they construct their own sexuality, and appreciate that it 
is a construct, no more ‘valid’ or ‘real’ than the client’s construct.
Social Constructionism and Essentialism
One of the core arguments within sexuality research is the nature versus nurture 
debate around sexual orientation (Eliason, 1996). This debate has been classically 
argued from the essentialist versus social constructionalist perspectives. The 
essentialist argument is that sexual orientation is predetermined in the individual 
through biological factors such as genes, hormones, or personality factors (for a 
review of the evidence see Bailey, 2003; Byne, 1997). There has been a range of
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work in this area, pointing to supposed physical differences between gay and 
straight men, including the size of the hypothalamus (LeVay, 1991; critiqued by 
Hegarty, 1997). In addition, sexual orientation is thought to be determined 
prenatally or in early childhood (Kitzinger & Wilkinson, 1995), assumed to exist 
within discrete categories and is stable over an individual’s life course, across 
cultures, and across evolutionary time (DeLamater & Hude, 1998). As such, the 
essentialist researchers believe there is something tangible to be scientifically and 
objectively studied -  a ‘truth’ about sexuality to be found.
However, Laumann et al. (1994) suggest that to objectively quantify something to 
study, one first needs an unambiguous definition of the phenomenon under 
investigation, yet we lack this when talking about sexuality. This echoes a paper by 
Anne Constantinople in 1973 in which she reviewed attempts to measure another 
amorphous concept -masculinity / femininity. Constantinople questioned that if 
something cannot be measured whether that meant it did not exist. However, 
Constantinople acknowledged that the masculinity / femininity dichotomy was 
useful to laypeople as a means of organising their experiences and constructing 
their reality and I would suggest the same is true of the heterosexuality / 
homosexuality dichotomy.
Another problem with the essentialist argument is that its explanation of sexuality is 
over simplistic and does not necessarily match people’s experiences. It implies a 
‘true’ form of sexuality that resides in everyone and does not take into account the 
incongruence and fluidity people report between the various dimensions of their 
sexuality (Horowitz & Newcomb, 2001).
Social constructionists instead focus on how culture and society influence 
behaviour rather than biology (Robboy, 2002) and view reality as being socially 
constructed (DeLamater & Hude, 1998). They have strongly criticised essentialism 
for omitting to address the implicit assumption underpinning their research, 
particularly with regard to the belief in a natural kind of person, for example, that
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exclusive heterosexuality is normal and therefore does not need any further 
exploration. Whilst there is no universal definition of social constructionism, Burr 
(1995) summarises four key tenets. Firstly, social constructionists take a critical 
position to our taken for granted commonsense ways of understanding the world. 
They challenge the idea that we can understand the world through objective, 
unbiased observation. Thus, social constructionists refute the idea of realism. 
Secondly, social constructionists argue that our historical and cultural context 
determines how we understand the world. Thirdly, knowledge is seen as not being 
gleaned through observation, rather it is constructed between people through 
various media such as language. What we regard as ‘truth’ is a product of social 
interactions between people and is not derived from objective observations of the 
world. Finally, social constructionists view constructed knowledge and social 
action as related, each construction warrants different kinds of social actions, 
encouraging and sustaining some and excluding others.
Kitzinger (1995) distinguishes between weak and strong social constructionism: 
“weak social constructionists [acknowledge that] socialisation, conditioning, media, 
advertising, and social argument which encourage heterosexuality and prohibit 
homosexuality make it impossible to begin to understand lesbian or gay existence 
without reference to its social, historical and political context” (p. 142). An example 
of weak social constructionism would be the view that, regardless of the origin of a 
person’s sexual and affectional preferences, it is the social meaning that is given to 
them that is critical (Garnets & Kimmel, 2003). In contrast, strong social 
constructionists question the paradigm in which the discussion is being conducted, 
namely whether sexual orientation is ever a meaningful category (Kitzinger, 1995). 
Therefore, the idea of a person being a homosexual does not reflect a fixed 
biological component of a person; it exists only within the context in which it is 
used (Wienrich & Williams, 1991).
Social constructionism and essentialism are often thought of as being polar 
opposites, each needing the other to exist (Robboy, 2002). However, this
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conceptualisation implies a meeting point between the two in the middle, termed an 
“interactional perspective” (Garnets & Kimmel, 2003). Rather than taking an 
extreme stance on sexuality, Altman (1995) suggests that it is important to 
recognise that we are “dealing with the intersection of the biological and social. 
Sexual behaviours, identities, meanings... are all products of the vast diversity and 
ingenuity with which humans make sense of their bodies and its potential” (p.98).
In contrast, DeLamater & Hude (1998) question whether there can ever be true 
reconciliation between essentialism and strong social constructionism (weak social 
constructionism is easily reconciled with essentialism). They argue that theories 
claiming to offer an integration of essentialist and social constructionist arguments 
have often lost sight of the basic definitions underpinning each of these 
perspectives: “biological influences cannot be simply equated with essentialism, nor 
can social infiuences be equated with social constructionism” (DeLamater & Hude, 
1998, p. 19). In simple terms, essentialists accept the notion of a true essence, which 
can be objectively measured; however, social constructionists would argue that we 
cannot know anything about a true essence because humans are always engaged 
with socially constructed realities.
Whilst this paper aims to review the essentialist assumptions underpinning a 
contemporary understanding of sexuality and discusses the constructs of sexuality, I 
am not proposing a social constructionists perspective in this paper rather 
suggesting more attention needs to be paid to the unwritten assumptions that guide 
research. The inclusion of the social constructionist perspective here is to aid 
critiquing the essentialist perspective.
Contemporary Understanding of Sexuality
In discussing current psychological understanding of sexuality, I shall focus 
primarily on research that hold essentialist assumptions, because this tends to be 
that which dominates both public and academic discourse, and provides a 
framework within which, I would suggest, most clients could conceptualise their
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sexuality. However, it should be clearly acknowledged that there is a growing body 
of literature that addresses these issues from other perspectives.
Sexuality
Same-sex sexual behaviour has been documented since the ancient Greeks and 
Romans but considered to have always existed (Weeks, 1977; 2000). It is found 
worldwide in various forms in different cultures (Rothblum, 2000; Weinrich & 
Williams, 1991). Yet it is only within the last hundred years or so in Western 
society that an individual’s sexual self has been defined in terms of the biological 
sex of his / her sexual partners and the terms ‘heterosexual’ and ‘homosexual’ 
thought of as objective meaningful entities as opposed to just descriptors of 
behaviour. Prior to this, sexuality was defined in terms of class, age and gender 
roles (Rust, 1992). The emphasis seems to have shifted from describing the sexual 
behaviour a person engages in to describing the whole person, with the behaviour 
seen as giving some sort of insight into an essential part of what it means to be a 
person (Epting, Raskin & Burke, 1994).
Whilst our current understanding of sexual orientation and more broadly sexuality 
is inextricably linked to our cultural and historic context (Bohan, 1996), researchers 
rarely acknowledge this in their work. Instead, researchers continue their relentless 
pursuit of a definition and a measure that will most accurately capture the complex 
nature of a person’s sexual orientation. There is no doubt that since the pioneering 
work of Alfred Kinsey and colleagues (1948; 1953), measures of sexuality have 
become more sophisticated, having embraced the notion of the multi-dimensional 
and fluid nature of sexuality. Yet they are all built on a biological premise that we 
are all attracted to something, an object of desire -  men or women or both, and as 
such are still simplistic, offering little understanding of relatively ‘asexual’ people 
or those whose desires revolve around fetishes.
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Whilst an awareness of bisexuality has been slowly growing within western society, 
sexuality has traditionally been conceptualised as a dichotomous stable disposition, 
which assumed male experience to be the norm (Garnets & Kimmel, 2003). It was 
Kinsey and colleagues (1948; 1953) who first pointed to this model’s 
oversimplification of sexuality and argued that even a trichotomous model, which 
afforded a bisexual middle point, was still too simplistic. Kinsey posited a 
behavioural basis for sexuality and viewed a person’s sexuality as existing on a 
continuum with exclusive heterosexuality and homosexuality as the opposite poles.
Since Kinsey’s pioneering work, models of sexuality have grown in complexity as 
academics strive to gain more insight into this elusive phenomenon. Part of the 
problem has been in trying to gain a universal consensus as to what we actually 
mean when we use terms such as sexuality. It has become apparent that sexuality is 
often regarded as an umbrella term covering many different dimensions (for 
example sexual orientation, sexual identity and sexual preferences). However, 
confusion has arisen because many of these terms are used interchangeably and 
assumed to represent the same phenomena (or at least with one being readily 
assumed to predict the other) both within society and within the academic literature 
(Diamond, 2003).
Sexual Orientation
Sexual orientation is thought to be the innate stable part of human sexuality and 
comprises our intra-psychic experiences, incorporating erotic attractions, affectional 
attractions and social preferences (for simplicity, ‘sexual orientation’ and ‘sexual 
attraction’ will be considered coterminous). Diamond (2003) defines sexual 
orientation as a “consistent enduring pattern of sexual desire for individuals of the 
same sex, the other sex, or both sexes” (p. 491). Golden (1996) offers a similar 
definition but substitutes the word ‘attractions’ for ‘desires’. These are both 
psychological definitions that see sexual orientation residing within individuals and
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separate from the sexual behaviours they are engaged in or the identity they ascribe 
to themselves.
Within the academic literature, the terms ‘sexual orientation’ and ‘sexual 
preference’ are often considered to represent the same phenomenon but reflect 
different attitudes regarding its origins. The term ‘sexual orientation’ tends to be 
used by essentialists to infer a biological account, which may take into account 
environmental factors, whereas ‘sexual preference’ tends to be found in more social 
constructionist accounts of sexuality (Milton & Coyle, 2003). However, Gonsiorek 
and Weinrich (1991) argue that the latter term is misleading because sexual 
preference could be seen as implying that there is an element of choice or conscious 
control that a person may exert over his / her sexuality. Many people would 
disagree with this and essentialists would want to minimise the idea of choice 
(DeCecco & Parker, 1995). As I am predominantly discussing research from an 
essentialist perspective, I will use the term ‘sexual orientation’ for this paper.
Sexual Identity
In contrasts to sexual orientation, a person’s sexual identity is considered to be a 
culturally derived label that categorises a person in terms of belonging to one of 
several groups: heterosexual / straight, bisexual, homosexual, gay or lesbian.
Whilst these are the main labels used in society there are a growing number of 
individuals who would attend to other identities such as ‘queer’ and ‘sexual’. The 
terms homosexual and gay / lesbian are considered to be different because an 
identity is both social and politicised, especially when it reflects membership in a 
minoritised group (Rust, 1992), and people who might subscribe to a gay identity 
may not subscribe to a homosexual one.
Coyle (1992) defines lesbian or gay identities as “the awareness of same-sex sexual 
attractions and the attempt to acknowledge them as self-relevant and personally 
meaningful and to fit them into an existing identity” (p. 189). However, Bailey
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(2003) argues that a person’s sexual identity is the identity they desire and is not 
necessarily related to their experiencing of their sexual feelings, to men, women, or 
both.
Klein (1990) suggested a way to differentiate sexual orientation and sexual identity 
is to distinguish between sexual orientation as a ‘given’ with an essential basis over 
which people have limited choice and sexual identity as a socially generated label 
over which people have a choice. If we accept that sexual identity and orientation 
are separate, then Paul (1996) argues that the terms ‘lesbian’ and ‘gay’ (and I 
assume ‘bisexual’, although this is not explicitly stated) should only be used in 
association with a person’s sexual identity, not his / her sexual orientation or sexual 
behaviour. This is because these labels refer to an individual’s identity residing 
within a particular community and therefore are only valid within a specific social 
and cultural context (DeCecco & Shively, 1983/1984).
I have specifically not entered into a discussion as to how a sexual identity is 
achieved due to space constraints. Simply, there is no universal opinion. The early 
developmental models of identity formation founded on essentialist principles have 
given way to the idea of identity development being an explicitly social venture (see 
Cox & Gallios, 1996) and, with a completely different epistemological perspective, 
social constructionism has started to challenge the meaning of these identities (for 
example, Kitzinger & Wilkinson, 1995).
Do Identity, Behaviour and Orientation have to match?
An assumption of the essentialist model is that identity, orientation and behaviour 
are congruent with each other. For example, a person who experiences same-sex 
attractions is likely to engage in same-sex behaviours and adopt a gay / lesbian 
identity. Any incongruence would be explained as resulting from social and 
cultural pressures inhibiting behaviour and identity development. However, 
numerous researchers have suggested that this might not be a universal occurrence
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(Doll & Peterson, 1992; Dube, 2000; Laumann et al., 1994; Richardson, 1984) and 
that a much larger proportion of people have either thought about or engaged in 
same-sex behaviour than have adopted an identity other than heterosexual (Savin- 
Williams, 2001). Weatherbum, Hickson, Reid, Davies and Crosier (1998) 
conducted a study into male bisexual behaviour. Of the 745 participants who 
reported having engaged in sex with men and women in the previous five years, 
43.9% used the term ‘bisexual’ to describe their sexual orientation, less than 1% 
used the terms ‘gay / homosexual’, 13.2% described themselves as ‘heterosexual / 
straight’, and 16.9% said they had no sexual identity.
Lever, Kanouse, Rogers, Carson and Hertz (1992) in a study of behaviourally 
bisexual men (n = 6982) found that whilst 29% of their male sample reported a 
bisexual identity, 2% reported a homosexual identity, and 69% of the sample who 
reported bisexual experiences considered themselves to be heterosexual. Therefore, 
adult bisexual behaviour is not necessarily associated with the development of a 
bisexual identity.
Similar findings of incongruence have been found in samples of women. Rust 
(1992) found that 10% of lesbian-identified participants reported that they were, to 
varying degrees, attracted to men and women. Laumann et al. (1994) found that 
84% of women who reported same-sex attractions or behaviours identified as 
heterosexual. In addition. Golden (1996) interviews over 100 women actively 
engaged in looking at their sexual self identification. She found that, regardless of 
the perceived cause of their sexual orientation, lesbians reported that their identity 
was independent of their previous sexual histories. Previous researchers have 
shown that women are more likely than men to experience their attractions and 
behaviours begin different to their ascribed identities at some point over their life 
course (Rust, 1992). This could possibly be as a result of women viewing a 
stronger role for choice and social factors on their identity, attractions and 
behaviour (Golden, 1996; Whisman, 1996), and therefore, as social factors change, 
so could behaviour and identities.
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In summary, far from being a uni-dimensional phenomenon, sexuality is a complex 
multi-dimensional phenomenon. Assumptions cannot be made regarding the 
congruence of different dimensions of a person’s sexuality, as essentialists would 
assume. As Blumstein and Schwartz (1976) pointed out, there may be “little 
coherent relationship between the amount and ‘mix’ of homosexual and 
heterosexual behaviour in a person’s biography and that person’s choice to label 
himself or herself as bisexual, homosexual or heterosexual” (p.342). This creates 
problems for the essentialists who believe they are all related to the essential 
predisposition. Thereby causing problems in trying to capture and measure a 
person’s sexuality.
Therapists need to be aware that knowing a client’s sexual identity does not 
automatically reflect their attractions, sexual orientation or behaviours. Whilst for 
many these will be consistent, for some there may be a discrepancy. This is not 
pathological in itself, but may lead to confusion in trying to understand this in a 
society where congruence between the three is assumed and different not 
understood. Therapists need to be gentle in their investigation into a client’s 
sexuality and be aware of the assumptions they may hold about a client purely 
based on the client’s sexual identity whether disclosed or assumed.
Measures of Sexuality
In trying to gain an understanding of sexuality, essentialist often propose different 
measures to try and capture the qualities of the phenomenon. However, researchers 
continually disagree over which measures most appropriately capture the different 
dimensions of sexuality and what these dimensions actually are (Friedman et al., 
2004). Gonsiorek, Sell and Weinrich (1995) note that the most common way of 
assessing sexual orientation is through self-report. However, there are many 
problems with this; self-reporting is very subjective; being straight, lesbian, gay or 
bisexual means different things to different people at different times. A number of
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studies have been conducted to illustrate the inconsistency with which researchers 
conceptualise and define sexual orientation and sexual identity. Chung and 
Katayama (1996) conducted a content analysis into 144 studies published in the 
Journal of Homosexuality between 1974 and 1993 and agreed that the methods used 
to identify participants’ sexuality were often inadequate, questioning whether 
researchers actually know the population they were studying. In assuming 
congruence, researchers may make inaccurate inferences between the different 
dimensions; for example, measuring same-sex behaviour and translating this to 
mean sexual orientation or identity.
Various different measures of sexuality have been proposed over the last century, 
each becoming more complex as our perceived understanding of sexuality has 
developed. Kinsey and colleagues (1948; 1953) proposed the first scale that held 
that a person’s sexual orientation could be assessed by measuring their overt sexual 
behaviour and psychosexual reactions on a 7-point scale from a score of one 
(exclusively heterosexual) to seven (exclusively homosexual). However, this uni­
dimensional scale has long been criticised for being too simplistic (for a review see 
Ericksen, 1998). Klein (1990) constructed a multi-dimensional scale that expanded 
the number of variables to include sexual behaviour, emotional preference, 
fantasies, sexual attraction, social preference, self-identification and heterosexual / 
homosexual lifestyle preference. In addition, Klein believed a person’s sexuality 
was not fixed and could change over time, and used three scales for each dimension 
to measure past self, present self and ideal self.
In both Kinsey’s and Klein’s model, each dimension is measured on an opposite- 
sex to same-sex continuum. However, other researchers have proposed that 
homosexual and heterosexual may be separate orthogonal erotic dimensions rather 
than polar ends of a uni-dimensional scale (Shively & DeCecco, 1977; Storms, 
1980), an important implication being that knowing about a person’s attraction to 
men tells you nothing about their attraction to women and vice versa. This is 
exactly the point Constantinople (1973) made about masculinity / femininity;
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knowing a person’s level of masculinity tells one nothing about their levels of 
femininity. Another scale is Sell’s Assessment Measure, which assesses 
homosexuality, heterosexuality and bisexuality separately and thus recognises that 
bisexuality could vary independently of the other two variables (Gonsioreket al., 
1995).
In summary, multi-dimensional scales of sexual orientation have arisen that include 
aspects such as erotic preferences and sexual behaviours. Whilst these are more 
comprehensive instruments for measuring sexual orientation they are still seen as 
being inadequate in conceptualising the wide range of experiences people describe 
(Paul, 1996). Furthermore, they are all based on the essentialist assertion that a 
person’s sexuality is distinguished by the biological sex of the person to whom they 
are attracted and with whom they engage in sexual relationships.
Fluidity
With the development of the Klein scale comes the idea that a person’s sexuality is 
not inherently fixed across their life course. What is meant by this is that a person’s 
attractions, behaviours and identity are potentially fluid and changeable over time 
(Diamond, 2000). However, essentialists would argue that everyone has a true 
sexuality, which is stable and congruent and that sexually minoritised individuals in 
particular, go through a process of realising and accepting their sexuality. With the 
assumption that once completed this will remain stable viewing social and cultural 
factors as inhibiting the process. Yet it is not always the case that a person’s 
sexuality is stable across the lifespan.
Our impression of sexual orientation, obtained through hundreds of 
interviews over the last five years lead us to conclude that many 
heterosexual men and women do, in fact, experiment with homosexual 
behaviour for the first time in later life, and therefore some change their 
identification to bisexual or homosexual. Conversely, for some male and
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female homosexuals such experimentation and change can also occur in 
adulthood and lead to greater heterosexuality. Bisexual men and women not 
only experiment and change in adult life, but for some the changes 
remarkably range over the entire sexual continuum. (Klein, Sepekoff & 
Wolf, 1985, p.46).
Klein et al. (1985) made this observation 20 years ago, in today’s arguably more 
tolerant climate towards sexuality one might suggest that this may more readily be 
seen. Whilst essentialists would suggest that awareness of same-sex orientation, 
identity and behaviour in later life only reflects the acknowledgement of one’s true 
self, and indeed many people’s experiences support this assertion, this is not a 
universal experience. In addition, a change from being gay, lesbian or bisexual to 
heterosexual after a period of ‘outness’ still remains a challenge to essentialist 
understandings of sexuality.
Bohan (1996) comments that many individuals who identify as bisexual change to 
identify as heterosexual or homosexual with equal comfort and assurance, and that 
such a move provides evidence for the potential fluidity of a person’s sexual 
orientation (Blumstein & Schwartz, 1976; Rust, 1993; Weinberg, Williams &
Pryor, 1994). Diamond (2000) found 29% of sexually minority women had 
changed their identity prior to the start of her study and 32% changed between the 
start and two-year follow-up. Fluidity has also been reported with women changing 
their identity from heterosexual to lesbian (Kitzinger & Wilkinson, 1995) and from 
lesbian to heterosexual (Bart, 1993). There are examples of lesbian / gay to 
heterosexual / bisexual shift in popular culture, such as the musician Tom Robinson 
and the journalist Julie Burchill. For therapists this presents a particular problem in 
that current conceptualisations provide a theoretical understanding for a move from 
heterosexuality to homosexuality but not the other way round. This may leave 
therapists feeing ill equipped to work with clients who are trying to negotiate a 
heterosexual identity after establishing a lesbian / gay / bisexual one.
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As well as an individual changing their sexual identity, the meaning of that identity 
can change across time and culture (Rust, 1993). Whisman (1996) compared the 
identities of lesbian feminists of the 1970s to their counterparts in the 1980s and 
1990s. Whisman concluded that identities as social constructs are continually 
shifting. For example, in the 70s they were based on female bonds symbolising an 
anti-patriarchal stance. However, in the 1990s they tended to become aligned with 
gay men and other sexual minority groups and are more usually based on the gender 
of the person one is sexually attracted to.
Fluidity has been documented more for women than for men (see Weinberg et al, 
1994). Whilst I am not proposing any innate differences between men and women,
I am suggesting that the genderisation of society will influence men and woman 
differently (Rust, 2000). Blumstein and Schwartz (1976) assert that men are more 
likely than women to maintain an uninterrupted bisexual self-definition whereas 
women are more likely to move to a heterosexual or lesbian identification 
depending on the relationship they are in. However, this research is 28 years old 
and it is not clear if this still holds today. In addition, gender differences could be 
accounted for by differences in the way society constructs male and female roles 
and relationships; for example, western society seems to be better able to handle 
female-female fiiendship intimacy than male-male fi-iendship intimacy without 
necessarily associating it with a person’s sexuality (Diamond, 2002). Furthermore, 
the weaker association between orientation, identity and behaviour among women 
may allow them greater opportunity to change identity, particularly when they 
perceive a role for choice and social factors in placing affectional and political 
preference at the centre of their identity (Golden, 1994; Whisman, 1996).
“The Biological Sex of my Partner is All Important”
So far in this paper I have aimed to paint a picture of where current essentialist 
research is with regard to the complex issues of sexual identity and sexual 
orientation. I have also tried to point to the weaknesses in the essentialist account
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of sexuality, focusing on the idea of sexual fluidity. I will now turn to the other 
fondamental weakness in essentialist research, namely that an essentialist 
understanding of sexuality is predicated on the unsubstantiated assumption that we 
are all innately attracted to the biological sex of a person above all other factors.
Despite the fact that human behaviour has a plasticity and variability that 
moves beyond its biological roots in procreation, our constructs of sexuality 
are for the most part determined by biological and, in particular, gender 
specific considerations. Our culture’s categories of sexuality are based on 
the gender(s) to whom one is sexually attracted, presuming them to be a 
necessary and sufficient determinant (Paul, 1996, p.440).
Berger and Luckmann (1966) acknowledge that sexuality is grounded in basic 
biological drives but these drives provide only a general motivation; they do not 
provide a specific direction. These biological drives do not determine where, when 
and with whom a person engages in sexual behaviour. Instead, “sexuality... [is] 
channelled in specific directions socially rather than biologically, a channelling that 
not only imposes limits on these activities, but directly affects organismic 
fonctions” (p. 181).
We live in a society where people are not attracted to free floating characteristics 
but to a body, a body which has a gender. This viewpoint is often associated with 
an essentialist perspective and stems from the biological sex focus of sexuality, in 
particular highlighting the primary function of sex as a means of procreation: “the 
use of biological metaphors to explain sexual relationships assume they are 
indissolubly linked to reproduction” (Ross, 1984, p.66). However, Ross (1984) 
points out that sexual and emotional relationships can develop for a number of 
different reasons, for example religious and financial reasons.
The notion of people not being innately attracted to men or women per se is not a 
new concept. Freud first questioned whether individuals exhibited an essential
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biological attraction to people of the same-sex or opposite-sex. He stated that “it 
seems probable that the sexual instinct is in its first instance independent of its 
object; nor is its origin likely to be due to its object’s attractions” (Freud, 1905, 
p. 148). Kinsey too, also rejected the notion that people were essentially 
homosexual, heterosexual or bisexual, instead believing that, whilst people were 
bom sexual beings, the direction (object) preference of this is learned (Cass, 1990).
Blumstein and Schwartz (1990) believe that it is not an innate categorical desire that 
determines the sex of one’s partner. Rather it is culture that determines how 
sexuality is understood and thus affects whether people prefer one particular sex, 
both sexes, or different sexes at different points in their life. As they put it, “desire 
is created by cultural context. Sexually emerges from circumstances and meanings 
available to individuals; it is the product of socialisation, opportunity and 
interpretation” (Blumstein & Schwartz, 1990, p.310). They explain that this 
categorical conceptualisation arises from the belief in the dominant essentialist 
theory that views sexuality as categorical based on the sex of one’s partner. 
However, this belief is not unanimously supported in the scientific literature (for 
example. Garnets, 2002; Rust, 1992), particularly given the social construction of 
science itself.
As Blumstein and Schwartz (1990) point out, within society there are people whose 
sexual desires are invoked only in the context of a relationship rather than from a 
general preference for men or women or whose ‘sense of sexual self never 
becomes a neatly ordered thing. In addition, few heterosexual people are attracted 
to all members of the opposite sex, just as few gay men and lesbians are attracted to 
all members of the same sex. Whilst many will cite biological-sex as most 
important, other variables such as personality and physical attributes also play a role 
in determining attraction.
Ross (1984) argues the sex of one’s partner is not necessarily the most important 
factor in determining attraction. Rather it is the meaning of this to the individual.
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proposing that the sex of one’s partner may be important insofar as Western culture 
has a preoccupation with classifying everything according to sex. Non-gender 
characteristics play a role in determining attraction. It is the social and political 
context, which has prioritised the biological sex of a partner above other variables. 
Some bisexuals consider themselves to be attracted to people regardless of their 
biological sex (Rust, 2000 Weinberg et al., 1994).
Several researchers have attempted to explore the biological sex based assumption 
underpinning contemporary constructs of sexuality. Ross (1984; 1987) suggests 
that biological sex does not necessarily have to be the critical factor in determining 
sexuality; for example, other factors such as emotionality and physical attributes 
could be more important. Kaplan and Rogers (1984) go further by arguing sexual 
attraction is determined by ‘secondary sexual characteristics’ which are not purely 
male or female, and that concepts of sexuality which are purely based in biological 
sex are unduly limiting the ways sexuality is conceptualised and investigated.
Ross and Paul (1992) conducted an exploratory study into whether there is any 
support for the notion that bisexual people’s choice of sexual partner is based on 
factors other than the biological sex of potential partners. They concluded that 
“these data offer the strongest suggestion that it may be appropriate to conceptualise 
some bisexual people as making choices not on the basis of gender, but on the basis 
of personality or physical attributes not necessarily associated with gender” 
(pp.1288-1289). For therapists working with people questioning their sexuality the 
idea that attractions might not be based in biological sex is one that needs engaging 
with. Whilst in mainstream society this belief might be unsupported this does not 
negate that many people experience attraction in this way. For therapists to be 
supportive when working with their clients they must be willing to tolerate the 
different ways people conceptualise attraction and engage with the ambivalence 
some clients may have around this.
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Ross and Paul (1992) proposed that, unlike the Kinsey scale that holds 
homosexuality and heterosexuality at opposite poles, homosexuality and 
heterosexuality should be at one pole representing ‘gender linked choice’ and 
bisexuality at the other pole representing ‘non-gender linked choice’. An advantage 
of this model is that it offers a clear place for bisexuality which does not posit it ‘in 
between’ homosexuality and heterosexuality. However, I would argue that it 
implies bisexual people are essentially different from heterosexual and gay / lesbian 
people in that gender plays a less significant role in their sexuality. Rather than this 
being an essential different I would suggest that this difference is constructed in 
society.
Different cultures have different concepts of sexuality and attribute very different 
meanings to sexual behaviour and identities than western culture (see Blackwood & 
Weiringer, 1999; Herdt, 1990; Weinrich & Williams, 1991). However, essentialists 
have long used anthropological evidence incorrectly from other cultures to assert a 
biological basis for homosexuality. Whilst cross-culturally there is evidence for 
individuals to engage in sexual relationships with people of the same sex as well as 
people of the opposite sex, this does not make them a homosexual or a heterosexual 
particularly because it does not consider the social and cultural meanings behind 
these behaviours. For example in Latino culture homosexuality and heterosexuality 
are not determined by the sex of the person one engages in sexual relationship with, 
rather the role one plays in sex. In sex between two men, the inserter is seen as 
heterosexual maintaining the male active sexual role, whereas the insertee is seen as 
homosexual taking the female passive sexual role (Carrier, 1985).
The current conceptualisation of homosexuality as a condition is a false one, 
resulting from ethnocentric bias. Homosexuality should be seen rather as a 
social role. Anthropological evidence suggests that the role does not exist 
in all societies. Historical evidence shows that the role did not emerge in 
England until towards the end of the seventeenth century (McIntosh, 1968,
p.182).
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Whilst we talk of a lack of essentialist basis for sexuality and the possibility of 
sexual fluidity, this is not to say that everyone will experience their sexual identity 
or orientation in terms of fluidity (Kitzinger, 1987). People have to be aware of the 
possibility before they can consider it. If people see the world in binary terms, they 
are more likely to think of themselves in a dichotomous style and deny or ignore 
any behaviours / feelings to the contrary, simply because they do not feel these are 
part of their true essential self (Laumann et al., 1994). Muscarella (1999) discussed 
various ways people can frame same-sex behaviour so it does not affect their 
sexuality citing the reasons for it as “play, lack of opposite-gender partners, hazing, 
initiation rituals, intoxication, sexual frustration, prostitution, boredom, 
opportunism, curiosity and mistakes” (p.9). Whilst for some this may be a 
satisfactory resolution, for others this inconsistency has the potential to lead to 
psychological problems such as depression and may result in these individuals 
presenting in therapy.
For research to move forwards, we need to pay greater attention to the cultural 
assumptions underpinning such an enterprise. Bem (1993) has spent much time 
looking at ‘the lenses of gender’ through which western society is conceptualised. 
She explains that from birth children become ‘sex typed’ learning to construct 
reality in terms of gender. Furthermore, they learn that gender over lays all other 
conceptual classifications as the most important classificatory system in society. 
Bem (1993) sees three gender lenses; gender polarisation, andocentrism and 
biological essentialism. In brief, gender polarisation refers to how virtually every 
aspect of human experience is superimposed by a male / female distinction. 
Andocentrism views male and male experiences as the norm and female and female 
experiences as a variation. Biological essentialism offers a rational explanation for 
the other two lenses by grounding them in the intrinsic biological nature of men and 
women. In terms of sexuality, this would translate to suggest that the genital sex of 
a person as male or female would be the most salient characteristic to which we
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attend because of the innate biological differences between mean and women in 
terms of reproduction and child rearing.
Political Implications
Although there is currently a significant body of work in social constructionism, 
lesbian and gay psychology and critical psychology that address essentialist 
assumption about sexuality this research has tended to be confined to more 
specialist publications. Whilst this is beginning to change essentialist assumptions 
still underpin much of current ‘scientific’ research and societal understanding. If 
sexuality is seen as being fluid and not stable, then it poses a danger for the concept 
o f ‘exclusively heterosexual’ and ‘exclusively homosexual’. As the visibility of 
lesbian, gay and bisexual (LGB) people and other sexual minorities increases, the 
worry for the dominant ideology is that more people will consider their sexuality 
and not just accept being heterosexual as the default option.
If deviation from the prescribed path of heterosexuality was not a real 
possibility those people committed to the superiority of exclusive 
heterosexuality would have little to fear from the open integration and 
inclusion of lesbians, gay men an bisexuals into public life” (Golden, 1996, 
p.245).
In addition, research into sexuality from an essentialist perspective has proven the 
catalyst for political reform and the battle for equality for sexual minorities. 
DeCecco and Elia (1993) discuss how the essentialist model of homosexuality fits 
with a model of oppressed minority and has worked to empower lesbian and gay 
individuals. By having a biological marker, behaviour is transformed into identity, 
which has forged the way for a political group to fight for equality. In addition, 
whilst this has served the political end of gaining recognition and equality for 
sexual minorities, it has fought the battle by moulding the experiences of the 
minoritised individuals to the dominant discourse and consequently not challenged
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the framework itself. DeCecco and Elia (1993) question the merit of fighting 
oppression based in a biological model; for example, if one sees homosexuality as 
biological then this opens the door for a treatment to be found. However, Eliason 
(1996) wonders about the impact this would have on lesbian, gay and bisexual 
politics, I would add an impact would be felt on heterosexual identities as well.
The poststructural movement has posed some serious dilemmas for liberal / 
social action movements or psychological theories based on the idea of a 
common identity: e.g. gay, lesbian, bisexual organisations, feminist groups, 
theories based on race or ethnicity. By claiming a common, stable identity, 
the liberation movements were able to make substantial gains in social 
recognition and increased civil rights. If homosexual identity is 
deconstructed into a specific sociohistorical context over which individuals 
have some element of choice, and we emphasise differences instead of 
similarities, what will happen to gay / lesbian / bisexual politics or 
psychologies? (Eliason, 1996, p.33).
Whilst I am not suggesting the rejection of essentialist research out of hand, I am 
suggesting that future research needs to consider more explicitly the assumptions on 
which it is based and have an open mind to considering other ways of 
conceptualising sexuality without it being seen as a fixed predetermined 
phenomenon. As Markowe (2002) comments.
Sexual relationships between men and women can be analysed without 
reference to heterosexuality. Sexual identities -  whether lesbian, gay, 
bisexual or heterosexual -  are not necessary constructs. Both same-sex and 
opposite-sex relationships may occur within society without any necessary 
implications for identities. However, with continuing inequalities in support 
and acceptance for same-sex and opposite-sex relationships within European 
societies, lesbian and gay identities become necessary constructs, important 
socially, politically and on an individual level... While society continues to
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maintain gender divisions, it is creating a context in which the construction 
of lesbian and gay identities becomes a necessity -  in part to maintain 
heterosexual identity (p.226).
Implications for Therapists
There is a growing body of literature for therapists working with gay, lesbian and 
bisexual clients (see Davies & Neal, 1996) which has become more ‘affirmative’ in 
viewing a gay, lesbian or bisexual identity as equal to that of a heterosexual (for a 
review of affirmative practice with gay and lesbian clients see Milton & Coyle, 
2003). However, the literature into sexuality issues seems predominantly directed 
towards lesbian, gay and bisexual clients, with little space being devoted to 
affirming the experiences of people who would classically be described as 
heterosexual but experience same-sex attractions and / or engage in same-sex 
behaviours, without seeing them as bisexual or someone who hides their ‘true’ 
sexual identity.
People who experience incongruence, fluidity and a non-biological sex basis for 
their attractions pose a problem for essentialist understanding of sexuality of which 
much of the available research is steeped in. With clients who are engaged in 
questioning their sexuality, it is crucial for therapists to support and give acceptance 
to their experiences and ways of understanding them regardless of the similarity or 
difference with the therapists’ ways of conceptualising their own sexuality.
To this end, therapists need to carefully consider their own understanding of their 
sexuality so that they can be effective in their work with clients and ensure that 
assumptions and prejudices regarding sexuality do not interfere with their work 
particularly because of the very personal meanings they have for both client and 
therapist (Paul, 1996). Instead, practitioners should engage with the client in 
discussing what their erotic preferences and fantasies mean to them (Isay, 1986),
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and discuss the idea of categorisation if this comes from the client’s frame of 
reference (Stokes & Miller, 1998).
By engaging with clients who have very different beliefs about sexuality the client 
can challenge the therapist’s understanding of his / her own sexuality. It is crucial 
that affirmation is given to the client’s experiences and not interpreted as some sort 
of false consciousness in light of the views the therapist holds as being true. In 
addition, therapists need to be acutely aware not to infer a lesbian, gay or bisexual 
identity on an individual or conceptualise them as being in a state of denial before 
entering the ‘coming out’ process just because they have experienced homoerotic 
behaviour / fantasies. Society does not tolerate ambiguity well (Green, 1998).
There is often a push in society towards identity foreclosure. Therapists must work 
towards providing an environment in which an individual can explore different 
ways of constructing their experiences and identity without being pressure to make 
a decision for now.
Having said that, individuals generally do not experience their sexuality as fluid and 
as a product of the society in which they reside. Instead, they experience it as stable 
(Blumstein & Schwartz, 1976), and essentially determined (Hart, 1984). Changes 
in sexual identity are accounted for as being part of the ‘goal directed process’ of 
realising and accepting one’s true sexuality (Rust, 1993). Therapists need to 
appreciate these goals are created by the individual and to ‘uncover one’s true 
sexuality’, one must interpret the available evidence; their desires and behaviours. 
For many the evidence is not consistent (Rust, 1993) and this can result in 
psychological disturbance as individuals try to find a way to understand and give 
meaning to their experiences.
As Hart (1984) discusses, for some to understand their sexuality as more fluid and 
less predetermined offers a chance to appreciate and integrate the full range of 
experiences. However, many have used the dominant essentialist discourse to 
validate their sexual identity and sexual preferences and do not wish for this to be
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challenged by their therapist (Hart, 1984). As therapists, we need to understand 
how the client constructs his / her sexuality and give meaning to their experiences, 
particularly when they are different to mainstream societal understanding of 
sexuality.
Conclusion
In conclusion, since the 1980s sexual orientation has been thought of as a 
multidimensional phenomenon that exists on a continuum varying in degree, 
diversity and intensity. In addition, sexual orientation is considered, by some, 
potentially fluid (Garnets & Kimmel, 2003). However, much of the research into a 
person’s sexuality has been conducted from an essentialist perspective. Whilst 
researchers have begun to appreciate that a person’s sexuality is a complex multi­
dimensional phenomenon, one assumption that still holds is that there is an 
essentialist component to it. It is a negotiation between this essential component 
and the social and cultural environments within which they reside that gives rise to 
their sexual orientation, their sexual behaviours and their sexual identities albeit 
fundamental societal beliefs about personhood are rarely touched outside of the 
social constructionist literature. Yet, such accounts do not adequately explain the 
diversity of individual’s experiences. I believe this is because they are built on the 
false premise that the biological sex of a person’s object of desire is the critical 
factor in determining their sexuality and this is innately determined.
By researching sexual orientation, researchers are hoping to find some sort of 
pattern or congruence which would lend itself to the idea of an essentialist 
component of sexuality and therefore provide support for the proposals upon which 
their research methodology is built. However, the point we have currently reached 
is arguably no more valid than perspectives of sexuality ten or even a hundred years 
ago because we are conceptualising sexuality through an essentialist scientific lens 
intrinsically linked to concepts of objectivity and truth, which are a product of our 
time and culture. Eliason (1996) criticises our understanding of sexual identity as
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being the ahistorical apolitical stance that researchers have claimed to take and the 
narrow focus on sexuality as if it can be studied as a discrete entity without regard 
to other sociological categories, such as race and socioeconomic status. However, I 
would say that in pockets perhaps we are beginning to ‘look outside the box’ and 
appreciate our understanding of human sexuality is inextricably influenced by the 
cultural and historical context in which we reside as previously discussed.
This paper represents a snap shot of something that is in a continual state of change. 
Who knows what our understanding of sexuality will be in the future? What is 
exciting at the moment is the increasing attention being paid to the fact that things 
are not necessarily innate and permanent. Increasingly, youths are using alternative 
labels to describe their identity (for example, queer) or rejecting labels altogether in 
a move to embrace all sexual possibilities (Diamond, 2003). In some respects the 
terms ‘gay’ and ‘lesbian’ are socio-political identities rooted in the mid and late 20“' 
century and, as such, only describe a particular identity then and do not accurately 
reflect the many same-sex behaving or desiring individuals today (Gonsiorek & 
Weinrich, 1991). In a hundred years time I wonder whether the biological sex of a 
partner will be no more significant than that person’s hair colour or height and how 
will we understand ourselves then?
The challenge for therapists is to lay aside their implicit beliefs about sexuality and 
work to gain an insight into how a client understands their own sexuality. We must 
be aware of the benefits that an essentialist understanding can have for clients in 
validating their experience, but also be aware, that our understanding of sexuality is 
a product of our time and culture, and as such is continually changing. We need to 
be flexible enough in our professional role to adapt to these changes irrespective of 
our beliefs about our own sexuality.
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Appendix I: Personal Reflections
Before I start my personal commentary, I first need to mention why I have decided 
to write it separate to the paper as opposed to integrating it though the paper as 
suggested. I have done this because it is only now having finished the paper, am I 
able to reflect over the process and consider how it was for me. This paper was not 
written in a linear fashion and the paper I first produced has all but disappeared on 
the cutting room floor. Therefore, to try and disperse comments throughout would 
seem a jumble of which there would be a lack of cohesive progression.
Who am I?
I am writing this paper as a young gay man who has been ‘out’ since he was 17. 
Over the past seven years, I have been involved in the continual process of learning 
what it means for me to be in a relationship with another man in a society where 
heterosexuality was the norm. During this time, my views regarding my sexuality 
have changed dramatically, initially being shaped be the conservative middleclass 
environment in which I grew up and then the gay culture in which I submerged 
myself when I ‘came out’. It is only in the past year that I have been considering 
how I personally think about my sexuality.
I have long felt the label of being gay is paradoxical in that it can be both 
oppressive and liberating at the same time. It is liberating in the sense that it has 
allowed me to find a group with which I can socialise without fear of recrimination 
based on my sexuality. However, at the same time, there is a need to conform 
within such a group, to be ‘beautiful’ -  at least that was my experience. As a result 
of this, I went fi*om straight to gay within a blink of the eye, and that was that. I do 
not remember ever thinking what I wanted; instead, what seemed more important 
was to learn the rules and customs of the ‘gay world’.
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This newfound ‘gay jacket’ I ultimately found fitted me no better than the ‘straight 
jacket’ (excuse the pun) I had previously shirked off and still I was left feeling like I 
didn’t quite fit in anywhere. My drive behind this research was to look at 
alternative ways of constructing reality that allowed people more freedom to be 
who they want to without having to conform to either the dominant heterosexual or 
the equally oppressive minority gay culture. It is only in reflecting back now I 
realise how much I fight against the idea of predispositions over which one has no 
control because I have always believed in self-determination. Freedom of choice is 
something I have always valued; if someone says to me “you can’t” then I will 
always go out of my way to prove I can. Maybe my liberalism in this sense is the 
bias with which I wrote this paper. To argue for essentialism would be to argue 
against something that I hold implicit -  that I am free.
The Process
I feel like I have been on a journey where I have not only had to digest and integrate 
concepts which were abstract me, but a journey where I have inadvertently 
challenged my own opinions and assumptions regarding what it means to be me -  
something that I have puzzled over with my therapist for hours. I can remember 
walking into my supervisor’s office and proudly announcing that I wanted to study 
‘sexuality’. That was it, just sexuality. At which point I was told to go away and 
narrow down my research focus. I came back a couple of weeks later and puffed up 
my chest to announce that I wanted to study ‘sexual identity’, to which a slightly 
troubled looking supervisor again sent me packing to try and narrow my research 
area down more.
Little did I realise in those initial months what a huge minefield of a research area I 
was naively wondering into. “Politics?” I scoffed, “I don’t do politics, I am a 
psychologist, a scientist,” I can remember thinking, as Adrian pointed out that I was 
inadvertently trying to single handed destroy the cornerstone on which sexual- 
minority groups have stood on in their fight for equality. I will happily admit that it
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has been a struggle to identify just where I stand and what I wanted to write about 
and I am still not sure I know. However, on a very personal note, instead of trying 
to fit into someone else’s straight jacket I am starting to construct my own and 
appreciate how this focus on liberalism and flexibility has shaped my research to 
provide a similar take on sexuality, one that might not be shared by someone with 
more structured and conservative views.
Having retrieved my first draft from the bin after it had been annihilated for failing 
to have any relevance to counselling psychology, and postponing my Olympic 
Equestrian career by a couple of more years, I have finally produced a paper, which 
reflects my current understanding of the research into sexuality, and its implications 
for practice, both other practitioners and mine.
What Have I Learnt?
For me this year has been about grappling with alien concepts and new ways of 
thinking. I spent a lot of time trying to get to grips with what I wanted to research 
and trying to understand the current research. In some respects this caused 
problems in that a lot of time was spent just thinking before any forms of writing 
was undertaken, and in a way thinking was the best way of procrastinating and 
avoiding actually biting the bullet and starting to write. Beside the wealth of 
information I have absorbed regarding this area of research, I have learnt that goal 
setting and preparation is paramount if I am to give myself plenty of time to 
produce a piece of work I am proud of.
I l l
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Appendix I: Reflections on Use of Self
Who am I?
I am writing this paper as a young gay man who has been ‘out’ since he was 17. I 
have spent the majority of that time in various monogamous relationships. Initially, 
my view of relationships was shaped by the conservative middle-class environment 
in which I grew up. However, when I ‘came out’ I submerged myself in the gay 
culture, which holds a vastly different array of views and understandings about 
relationships. I moved from a community, which never questioned the importance 
of monogamy to one that appeared to value sexual liberation and freedom.
Until recently I had vehemently held on to my traditional beliefs about what 
constituted a normal relationship, or rather my relationship, without question. 
Whilst I have some friends who engage in open relationships, and I can see their 
happiness, I have always believed monogamy to be best. I think there was 
something safe about not questioning the ‘norm’ and I fell into the trap of liberal 
humanism. I can remember listening to a song by Savage Garden and hearing the 
lyrics “I believe that honesty is more important than monogamy” and never quite 
understanding the significance of this.
Conducting this research has been very challenging for me, because it has meant 
that I have had to come out of the nice safe environment I housed my relationships 
in and engage with concepts on which I had completely different views and 
understandings than some of the participants. I could stand on the pretence that I 
undertook this piece of research to give them a voice in academic discourse, but I 
think it was more about undertaking a personal journey to understand more about 
other people’s relationships and ultimately my own. Undoubtedly, along the way I 
questioned my own relationship and spent many an evening considering open 
relationships as viable alternatives for me.
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Fighting to Finish
The research has been conducted against a background of personal tragedies and 
trauma. Without sounding overly melodramatic, there were months during the early 
part of 2005 where I wanted noting to do with my course let alone my research, and 
as I came through this, only then did I realise what lay before me, what seemed like 
an insurmountable mountain to complete this research. It has only been with the 
support of tutors, colleagues and friends -  as well as the very un-therapeutic ‘kick 
up the backside’ from my father that has meant little by little I have managed to 
produce this piece of research.
In addition, I was never prepared for the hostility that recruiting participants for this 
study might invoke in people. At some point rejections morphed into perceived 
personal attacks and a lot of time was spent understanding this and learning to 
develop a slightly thicker researcher’s skin. I understand more now the chasm that 
may exist between the researcher and all his good intentions and the participants, 
with distrust, lack of interest and feeling pathologised by the very concept of 
research forming the gulf between them. Also the careful consideration that needs 
to be made when approaching possible participants, on a number of occasions I was 
accused of being heterosexual treating gay people as specimens to be prodded and 
poked!
What have I Learnt?
I think my learning has been two fold this year. At a personal level I feel a 
readiness and resilience to be able to understand that I have constructed my 
relationship in a particular way. I hope I am moving to a place where I don’t 
blindly still hold cultural beliefs without being able to question them and have the 
confidence in the knowledge that my beliefs do not necessarily have to match.
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In addition, I came onto this course thinking that research would be easier for me 
than the clinical work given my history. How wrong I have been. If anything, it is 
in conducting research and writing up my papers that I face bigger challenges -  
taking constructive criticism being my biggest one. Hopefully as I develop I will be 
able to take on these things and learn from them so that conducting research no 
longer seems so insurmountable.
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Information Sheet
I am a trainee Counselling Psychologist at the University of Surrey conducting a 
research study into gay men’s experiences of their therapist’s reactions to the 
disclosure that they are in a non-monpgamous (‘open’) relationship. The research 
project aims to understand how individuals come to engage in non-monogamous 
relationships, how they perceive their therapist’s reactions to this disclosure, and 
whether this had any impact on both their therapy and their relationship.
I am seeking to recruit men who consider themselves to be in a primary relationship 
with another man, but either themselves and/or their partner engages in sexual 
relations outside of this relationship with both partner’s consent. In addition, 
participants will have engaged in counselling / therapy during this relationship and 
will have disclosed their non-monogamous relationship to their therapist, irrespective 
of whether it was a central issue of the therapy or not.
Those who volunteer for the research will be interviewed for approximately an hour. 
Interviews will be audio taped and conducted in the participant’s home or at a . 
convenient location. Participation is completely confidential and no names or 
identifying information will be used in the report. Participants have the right to 
withdraw from the study without having to give a reason and their data destroyed.
All data obtained from participants will be used in accordance with the Data 
Protection Act, 1998. ,
I hope this research will inform counsellor, psychotherapists, and psychologists 
working with sexually minoritised clients particularly those involved in non- 
monogamous relationships, as this seems to be an important area for practice, which, 
at this time has been under researched.
If you would like to take part in this research or find out more about it, please contact 
me at the details below.
Colin Hicks
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guildford 
Surrey GU2 7XH
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07769 815502
Interview Schedule
Thank you for being here today and agreeing to take part in this interview. I would like 
to talk to you about your experiences of being in counselling or therapy and disclosing to 
your therapist that you are in a non-monogamous or open relationship. I will start by 
asking you to read through and answer some simple background questions before we 
move onto the main interview.
!) A g e_  _
2) How would you describe your ethnicity? (please tick)
Choose one section from (a) to (e) then tick the box to indicate your cultural 
background.
(a) White
British
Irish
Any other White background, please write below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please write below
(c) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write below
(d) Black or Black British
Caribbean
African (
Any other Black background, please write below
(e) Chinese or other ethnic group
Chinese
Any other, please write below
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3) What is your highest educational qualification? (please tick)
None _ _ _ _ _ _
GCSE/0-Level/CSE _ _ _
A-Level . ,
Diploma _______
Degree ________
Post-Graduate Degree .
4) What is your current occupation, or if not working what was your last job?
5) How would you describe your sexual orientation? (please tick)
Bisexual _______
Gay / Homosexual _______
Queer ________
Straight / Heterosexual .
Other ■ Please specify:____ _
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Thank you for completing the questionnaire, I would now like to start the interview and 
begin taping. If you have any questions, or do not understand anything I ask, please say. 
Feel free to talk about anything that you feel is relevant to this research in the interview.
1) Relationship Information
’
a) Could you start by telling me a little about your relationship with your partner. 
(Prompts: in terms of how you came to meet, start going out, how long your 
relationship has been going on, living arrangements, involvement in the gay 
community / scene)
b) How would you describe the quality of your relationship?
I would not like to focus more specifically on your experiences of being in an open 
relationship
c) How would you describe your relationship in terms of its structure. For example, 
some men consider themselves to be in open relationships as they enjoy 
threesomes and group sex with both partners always involved, others because they 
play away separately, or are in relationships where only one of the partners who
engages in sex with men outside of their relationship.
■ .
d) Can you tell me how you came to engage in an open relationship. (Prompts: did it 
begin open or gradually open up as the relationship continued, who suggested it, 
was it mutually agreed upon)
e) How did you come to decide on this sort of relationship as opposed to a 
monogamous one?
f) How did you work out your specific open relationship structure?
157
g) Has the relationship structure changed over time, moving between being closed 
and open, or changing in the way the open relationship was organised?
h) How do you feel about being in an open relationship? (Prompt: do you think the 
quality of the relationship is different to being in a monogamous relationship?)
i) If your relationship opened up over time did you find the quality of the 
relationship changed when it did, if so how?
j) Do you and your partner have any rules about engaging with sexual partners 
outside the relationship? For example, some gay men only can only see other 
sexual partners on one occasion as more than once is dating. (Prompt: Other 
couples agree that they can only play together with other men, others limit the 
sexual activities engaged in outside of the relationship.)
2) Therapy
As you are aware, the focus of my research is on experiences in therapy, therefore I 
would like to move on and talk about your own experiences
k) Could you tell me a little about why you chose to see a therapist?
1) Could you tell me about the context you saw your therapist in; for example NHS, 
occupational, student counselling, voluntary, private practice.
m) How long did you engage in therapy for, or is it still ongoing?
n) How did you come to tell your therapist about your open relationship? (Prompt: 
How long had you been in therapy before you decided to tell him / her; what 
made you decide to tell him / her)
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o) Prior to telling your therapist did you consider a) whether this was something you 
wanted to disclose or keep hidden, b) how they might react? (Prompt: can you 
tell me more about that).
p) How do you feel your therapist reacted to the disclosure? (Prompt: what gave 
you that feeling; can you remember what they actually said?)
q) Do you think telling your therapist had any effect on your therapy, if  so can you 
tell me about it?
r) Do you feel that telling your therapist affected you relationship with them, if so 
how?
s) After disclosing, do you feel that your relationship status became more or less of a
focus of the therapy, or did it stay the same?
If more: how did that make you feel? Why did you think that was?
If less: how did that make you feel?
t) Can you tell me whether disclosing to your therapist, and their possible reactions
(or lack of) influenced your relationship with your partner, and if  so how.
u) Do you feel that your experiences of therapy, particularly disclosing your ♦
relationship structure, would have any influence on whether you considered 
seeking therapy again in the future?
Is there anything else you would like to add, or ask me?
Thank participant for their time and remind them about confidentiality
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General Prompts:
Can you tell me more about that?
What did you feel about that?
What do you think lead to that?
What makes you say that?
Why do you think that is?
Can you give me an example of that /  what do you mean?
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Interview Transcript
I: So as we have just sort of discussed about the research topic I wonder if you could 
start by telling me a little bit more about the relationship you had in the past particularly 
the ones that obviously have been open?
C: Ok, I would say that really all of them, the relationships I had, have been open to 
some degree. The most recent was about ten years ago -  we split up. I have had about 
three or four relationships of about eighteen months to two years duration. Yes and that’s 
about it really.
I: When you talk about it being an open relationship what do you kind of describe that 
as?
C: Ok, I think in terms of there being an understanding, if not an agreement, that it was 
ok to play away and possibly to include other people within the relationship, so possibly 
to have threesomes or to attend parties if the opportunity arose, which wasn’t a great deal 
but open to offers.
I: So was quite unstructured in the sense that you could engage in threesomes or 
foursomes together or you could sort of go off separately.
C: Yes.
I: and have relationships elsewhere?
C: That’s right I think there was an unwritten almost unspoken arrangement, agreement, 
understanding that we both went cruising and did our own thing but we lived together 
and were there for each other at the end of the day.
I: You had that sort of emotional commitment part of the relationship together but the 
sexual side was allowed to develop how it wanted to.
C: Yes, yes.
I: Did the relationship start off as that sort of thing or did it start off in more of a 
monogamous structure?
C: Umm, the most recent relationship started off, yeah, I think it started off with the 
usual sort of, you know, I have found my dream partner and this is all I wanted etc etc. 
But umm, I don’t think either of us were particularly realistic. I think we were both a bit 
down on our luck and saw it as a way ahead that was maybe a bit brighter than where we 
were so we just sort of let ourselves think, we found lots of reasons for being together 
you know. You look at star signs and all the rest of it and you know all the rest of that 
crap. You know?
165
I: So you found lots of reasons to think this is the one and we will stay faithful to each 
other at the start? How did that change over time?
C: I think it really changed very quickly because you know when we were out together 
we would eye up other men and stuff so I think really pretty much from the word go in 
practice, umm, we kind of, as we got to know each other, because we had moved in four 
months after we met so we didn’t really know each other that well and I think it sounds 
awful, but there we are. Sorry you are younger than me.
Both laugh
C: Don’t make the mistakes I made and yeah I think the theory in our minds was perhaps 
that we are going to be together and we are the right partner for each other but I think in 
practice pretty much right away we were finding well actually we would like to have a 
few other things besides, thank you very much.
I: The idea of that one partner being the only sexual partner for the duration, for the rest 
wasn’t as appealing once you had gone out?
C: Yeah that’s right.
I: Did you then enter into a discussion about whether you were going to open up the 
relationship or was it, how did that actually come about?
C: I think we had some discussion but it wasn’t, I understand that some couples have 
mega long discussions but I think we were together one night and it was well you know 
as long as you are here at the end of that day, as long as I get my cuddles, I don’t care 
what you do otherwise. You know? And indeed I have found in nearly all of my 
relationships that I’ve not for one reason or another, I have not been able to remain 
monogamous, and in a sense I cope with sex better if its outside of the bedroom. There 
are various reasons for that which I have since discovered, but umm, certainly at the time 
sex in a relationship didn’t work for me. Anonymous casual sex out and about did.
I: Yeah.
C: And so really it was having the emotional and other parts of the relationship and 
having a wee bit of sex within that, but having the majority of sex outside of the 
relationship.
I: Where it was all sort of anonymous and where it contained a different set of feelings 
and a different way of being.
C: That’s right.
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I: Within this particular relationship that we are talking about at the moment, would you 
say that either you or your partner were kind of more strongly drawn to it becoming an 
open relationship, or was it kind of fairly equal?
C: I think that I was, as I have just explained, I found it kind of necessary to kind of, for 
it to be kind of open in the sexual sense for the relationship to survive. My partner at the 
time was, I think he was maybe a little more prepared to give it a go to see if it would 
work one to one. However, I think his head was telling him that and in practice that 
wasn’t going to work either.
I: So in practice it was a fairly mutual collaborative decision?
C: Yeah, yeah I think so. There wasn’t any enormous big discussion, there wasn’t a big 
agreement or anything, it was just well its ok, that’s not a problem. And if we are out 
together and we see something we like we will go for it, umm, and we did a certain 
amount of going and looking, going and cruising together, and you know we’d park up 
the car together and we would either go off and do things separately or do things together 
you know whatever occurred. So yeah, I think you know the head was in one place and 
the dick was in another.
Laugh together
I: And how did you find that relationship, did that relationship work I guess is what I am 
asking?
C: No, umm, the last, well certainly talking about my last relationship no that didn’t 
work for me, umm I think I remember taking him to visit my parents and they were 
extremely critical and they said he is really self-centred and selfish and all the rest of it 
and I didn’t want to know at the time. I didn’t want to hear it, you know this guy was 
really only interested in himself and he could be absolutely charming but was when it 
suited him and it was when, yeah, there was a lot of onesidedness. My previous 
relationship, I think that one was the only one that was particularly different, umm, in that 
yes I think that there was a relationship where if we worked at it, we were both very 
young and it was our first serious relationship and I think if we had a bit more experience 
it would have worked. It didn’t work well, it worked for a while but then it ran into 
problems because we had completely different libidos, we had different expectations, we 
had different tastes. As we began to explore different areas it was, it just fell apart really. 
And that one we did talk a lot about, right we are going to be monogamous and a couple 
of weeks later ‘right we can’t handle this, right ok we will find a threesome. Right can’t 
handle that so will try something else.’ And at the time if felt like we were working 
together to make something work and looking back I think no, that first point, that was 
the beginning of the end. Knowing then what I know now, I would have said no, we 
need to leave this. But of course you are in the situation and your emotions are involved.
I: So in that first, particular relationship, by changing the relationship, relationship 
structure, by opening it up you know by trying threesomes or something else sexually it
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was an attempt to keep the relationship together. But ultimately in hindsight... and the 
few relationships you had since then, except the most recent one, have they followed the 
same sort of pattern as the recent one?
C: Yes, yes they did.
I: So if I were to ask you now would your preference be for an open relationship or a 
closed relationship or a variation, what would you say?
C: If I were to go into another relationship now, which I don’t particularly intend to, I 
think I would want a closed relationship and I think I, I know a great deal more about 
myself and I now understand who, from my point of view, I ran into the problems that I 
did and I think I am probably sufficiently recovered from that to cope with a closed 
relationship, umm.
I: So are you saying that in some ways opening the relationship up was about dealing 
with other things that have happened to you?
C: That’s right, yeah, well the last relationship was in the process of ending when I 
began to understand the abuse there was in my life. And I went home and sat him down 
and tried to tell him about it, and his immediate response what ‘that bastard had ruined 
my life’, his life not my life and I kind of thought well it that’s how you feel about it I can 
kind of see where you are coming from and understand what you are saying but ‘hey’ this 
is about me not you and if you can’t understand that then forget it there is no point in 
taking this any fiirther. You know, it was over in a fairly short time, as long as I get 
cuddles because I don’t need sex, but I couldn’t bear having him anywhere near me, you 
know I mean ‘go away’.
I: Yeah.
C: You know and he just didn’t understand it and I didn’t understand it but it was what 
happened was I could not cope with sex or intimacy or contact or touch or anything at 
that particular point. Umm, and then it was quite a long while until I was able to and then 
I was again it was diverted to the anonymous casual sort of stuff and I think I have gone 
through a process since and kind of rediscovered my self worth and my self esteem and 
thinking, well actually this is all well and good and if want sex there are places I can go 
for sex. Yeah there are places I go for sex. I don’t do it very often, I will go to a sauna in 
London or if I feel like it... But actually I don’t have to do it, I don’t have to do it at all if 
I don’t want to and umm, I can do what I feel like doing. And if umm there was one 
friend two years ago who looked like we might get together, and I thought yeah if this 
does happen I want it for me and me only and this is going to be very different. It hasn’t 
happened and I kind of think maybe I am hedging my bets, I just kind of keep my options 
open and not for a long time I have said to people ‘no I am not interested in a 
relationship’. However, none of us can really tell what the future holds you know and 
there is the odd occasion where sex is available or there’s an offer or a situation or iff 
feel like it I might go out and look for it once in a while, but its not a big priority in my
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life. I am probably as untypical a gay man as you can get because everyone seems really 
into it and I am not I like the intimacy. I like being up and close, I like the kissing and 
the unwrapping the parcel, but as regards the hot and sweaty stuff then nah.
I: So I guess kind of, if a relationship did come along in the friture you are at a point 
where you could put the intimacy part and the sexual part of the relationship all into a 
kind of one-on-one relationship.
C: I think so, I think so, but as I say I am aware of myself and also my rights. Its my 
right to have certain things but also to not have them and you know I think I would say 
well you know I am not a particularly sexual person, yeah the spirit is willing but nine 
times out of ten the flesh isn’t and you know it’s the, what I want from this relationship is 
not sex and maybe 10% of the time I want sex then we can have sex, but I don’t 
particularly want to go here, there and everywhere for it, and I want it to be ours and not 
anyone elses.
I: Just one last question before moving on to look more at the therapy side of it, when 
you and your partner were engaging in sex with other people, did you have any kind of 
rules and things as to what you could and couldn’t do? For example, some people say 
that you must engage in safe sex, other people say that you cannot have anal sex because 
that keeps it special for the couple.
C: We had a kind of, again it was largely unspoken, we had an understanding that it 
would be safe sex. I have never been particularly into any sort of risky sex I mean I am 
sort of a quick wank, lick and suck job you know and that’s all I have ever been 
particularly into, so for me it wasn’t a major issue. I am not aware it was for him, it 
might have been but I am not sure about that. I think we kind of vaguely discussed that 
fucking with lots of people was not a particularly good idea. But he was aware of my 
own views on that, that actually wasn’t something I was terribly likely to get into 
anyway. And I guess that I kind of wrongly assumed that he wouldn’t either. I may or 
may not have been wrong in that assumption, but that’s the assumption I made.
I: Ok, if we can move on and look at your experiences of working with particular 
therapists. Could you start by telling me the context in which you saw them and what 
professionals they were.
C: I have been in contact with the mental health service since the onset of adolescence, 
so we are talking 27 years. Obviously I was thirteen so I wasn’t in a relationship then, I 
was in relationships later. At that age it was hospital based and since then we have 
emerged into community mental health. I guess I am thinking mostly of community 
mental health staff, although I can definitely tell you about hospital staff as well if that’s 
of interest to you.
I: So I guess with the community mental health services you came into contact with 
psychiatrists and people like that, and by the sounds of it they have been a prominent
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feature for a big portion of your life. Can you tell me about the first time you discussed 
your relationship structure with them.
C: Relationship or sexuality?
1: Sexuality then.
C: Sexuality was a kind of emerging theme in adolescence, I was aware before, several 
months before I first went in 1 was vaguely aware that I was gay then and that was a bit of 
an issue, but for me 1 imagine it was relatively easy to come out in a mental hospital 
because you weren’t expected to be normal in a mental hospital so, and I think with 
regards my parents and so on, well that, if that’s all it takes to make you happy then you 
know don’t worry about it so in that sense coming out wasn’t a major problem. 1 did 
however attract abuse from hospital staff, which was disguised in various ways and that 
was a large part of the problem. In terms of relationships, when I was in my first 
relationship I was seeing the, who was I seeing then? I actually had a couple of years 
where I wasn’t. 1 don’t think it was a solid couple of years, 1 had a couple of months here 
and there where I was working so wasn’t actually seeing anybody or I might have been 
under a psychiatrist. That was a relatively stable period of my life and I think when we 
split up 1 came into contact with them again, and it turned out this psychiatrist 1 saw was 
gay himself and which 1 didn’t know straight away, 1 saw him in a pub in town a few 
weeks later with the boyfriend’s arm round him, which is reasonably convincing and he 
said to me afterwards, do you have a problem with this, no, not really, well ok. You 
know so that was in the centre of Bristol and everyone there was really cool about it, it 
wasn’t an issue at all. It was a psychiatric ward in a general hospital which as soon as 
they started the program at the large hospital, what do they do, shut down that one, right 
ok. But that was a fairly supportive environment where anything went and being in the 
inner city people generally have a lot more awareness of different lifestyles and stuff and 
the whole political agenda is geared up to cater for that, so that wasn’t too bad. 1 came to 
Hampshire to live with Pete who was my last partner and I went and introduced myself to 
the local mental health service. I wouldn’t say that it was an issue really from the 
professionals point of view, but from the service users and maybe the professionals it was 
a bit of a novelty but umm because they weren’t used to certainly gay out men they 
probably interned a few and may or may not have realised that. It was a bit of a novelty 
but was reasonably well accepted. A lot of, fairly early on in that relationship my 
partners behaviour was an issue that 1 took into my sessions, she was ok about it, a lot of 
his behaviour was out of order basically and she didn’t make any bones about saying that. 
We weren’t in conflict about it and 1 felt reasonably supported and it was basically what 1 
was thinking and what other people were saying also. Yes I don’t remember there being 
any major problems, it was with this particular person that 1 discovered the whole sort of 
abuse thing, some of which I remember some of which 1 didn’t. Quite a lot of what 1 did 
remember I hadn’t up to that point regarded as abuse and it was only once I had gone off 
and read about it and done some research that it dawned on me that 1 had been well and 
truly duped by various people and used and all the rest of it and she was, she really kind 
of... She almost anticipated Pete’s behaviour, she asked questions in such a way as well, 
when you went home and told him this was he supportive? Because someone was
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actually saying I understand what you are up against you know you have told me enough 
for me to roughly guess and I am just checking it out with you. That was ok, yes. 
Psychiatrists, umm, I have never had, you know consultant psychiatrists the whole 
system revolves around them and you actually spend very little time with them, if you 
have a lot of contact with the service you tend to see SHOs and registrars and when you 
do see the consultant you are a little bit apprehensive because you are not sure how much 
they do know about this and that and certainly that had always been me. The only thing I 
would say that was relevant was after eighteen months or something into the abuse phase, 
the discovery phase when I began to find out well actually I began to rediscover my 
sexuality shall we say and began to sort of hang around cottages and so on a little bit. I 
didn’t particularly like that but one of the reasons I liked that was it was safe for me. If 
you have a wall between you and the other person or if it was anonymous there was no 
possibility it was going to happen, it was very much on my terms. However, I was on 
antidepressants which was causing impotence and premature ejaculation and all the rest 
of it, as a lot of them do, and of course they never tell you about these things and umm 
you know I went along one day and said I just cannot cope with these pills and rightly or 
wrongly you can think what you like about it but I do sometimes go out and don’t get me 
wrong its not that I am having sex all the time but it kind of, I feel that if I can’t do it, its 
affecting my confidence and you know I just kind of feel I need to be able to perform if 
and when the opportunity arises, at the moment I can’t because of these pills. I was 
getting into quite a lather about this and he said hold on, everybody know about 
cottaging, and I thought they do? And umm yea, yea all psychiatrists know about it and 
its not a problem we will just put you on another one. Oh! And I was quite taken aback 
by his kind of frankness because I had expected him to have a kind of negative view, or 
certainly a view. And I was, I was doing and I felt I had to go out of my way, round the 
houses, and it was look, look you know you don’t have to do this. That’s alright, that’s 
fine its not a problem -  wow. Yeah it was really good. So yes from the CMHT’s point 
of view pretty much all of my contact with medical practitioners has been positive. I am 
just trying to think. We haven’t got the day services staffed by such professional people 
and some of them are wonderful and some of them are not, umm, I am just trying to 
think, I don’t think I have had any bad experiences, I can’t think of any.
I: So I guess what you are saying is that on the whole the mental health professional you 
have come into contact with have been very supportive of your lifestyle.
C: It has in the community, the hospital service was quite abusive.
I: That was much younger, that was your adolescence.
C: It was my adolescence and late teens and early twenties.
I: Were you in any relationships during that period?
C: Yes. There was an overlap with when I was going into my first relationship, what I 
call my first relationship I had. I was nineteen I think. I had a period in hospital in 
London and there was a young male nurse on that ward who I fancied the pants off quite
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frankly, and he knew I fancied the pants off him and it clearly did something for him 
because he came along and said T know what your problem is you don’t have any 
friends, I will be your friend’ and I thought wow, this is a dream come true stuff and we 
started having this, a relationship of sorts, I saw him sort of two or three times a month 
for three years and that overlapped with my first relationships, actually no I think it 
overlapped with another relationship as well. Anyway the people I was in contact with at 
the time, my gay friends, I was telling them this and they were all ‘it sounds very kinky’, 
there was a lot of kind of, nobody said to me that well actually that doesn’t seem right, 
something not right about it, its all very one-sided what I got was more in the way of, not 
positive encouragement exactly, but I didn’t get too many negative messages about it. 
Although I was kind of aware it wasn’t what I wanted it to be I couldn’t think of a good 
enough reason for ending it, if you see what I mean. It was like, again looking back on it, 
it was you know he always used to blindfold me and that just takes the enjoyment away 
for me because I like to see what I am getting and he tied my hands behind my back and 
again I want to be more engaged, oh its alright. He would always remain fully dressed 
till the last minute then stick his dick in my mouth and cum almost instantly and that was 
very one-sided and he would say, he would always say, did you enjoy that and I would 
always say yes because I was afraid that id I said no he would stop seeing me. The base 
line was that it was a relationship that should never have happened because it would 
never have happened had he not had his professional position to get access to me. You 
know so its, there was a bit of an overlap in that period and also I had confided in him 
about the stuff that had gone on earlier and he had been quite encouraging about that and 
it was a lot of stuff that shouldn’t have happened.
Phone rings
I: So before we go on, something I forgot to ask was how long did your relationship with 
Pete last?
C: I think about twenty twenly-one months, a bit under two years.
I: Did you ever sort of say quite directly to the CPN or psychiatrist, this is an open 
relationship or did it come about that it was almost unwritten that they knew that you 
were in a relationship but that you were cottaging and things.
C: Yeah, I didn’t have to, I didn’t explicitly say I was cottaging at the time. Pete was 
actually done by the police for cottaging and that made it very kind of obvious it was, I 
didn’t know anything about it, it was, the first I knew about it was reading it in the paper. 
You know that was, as I say a lot of this was the latest in a pretty unacceptable string of 
behaviour and I mean that was just a little bit over the top and I said to him at the time I 
was hurt because he hadn’t let me in, because I could have supported him, because he had 
been to court and all the rest of it and I didn’t know anything about it and I felt shut out. 
And I did discuss all of this with them at some length and did get quite a lot of support 
from them, so yea, I don’t think I went in and said I am in an open relationship. I think 
it...
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I: It sort of transpired.
C: Yes they may have read through the lines that I was probably in an open relationship 
and certainly when Pete went and did this it was obvious.
I: Did you ever get any sot of sense of, I know you said the psychiatrist said they knew 
about cottaging, did you ever get any sense that any of the professionals had a particular 
opinion about your relationship?
C: I suspect people, in fact most of the people I am talking about thought ‘you are an 
intelligent chap why are you putting up with this, you know his behaviour is pretty 
appalling. You talk about nothing else and yet you stick with it.’ And I would imagine 
they would have been thinking that but I don’t think that was particularly to do with 
being gay. I think that would have been true for any sort of relationship, umm, at the 
time I didn’t see it though.
I: I guess that was more about the person you were going out with rather than being in a 
gay relationship, or being in an open relationship, which is their perception of the 
suitability of Pete.
C: Yes, I don’t particularly remember there being any problem, I was always very cagey 
about what I told them about parties and things and I tended not to mention that.
I: Was that an active decision not to?
C: Yes.
I: Because?
C: Because I was afraid they would judge me on that and I think that’s probably fairly, 
as I say its yeah, as I say at that time and where society was it would really raise 
eyebrows and I wasn’t about to admit I might be party to anything like that.
I: Did you think that not disclosing that to the people you were working with had a 
negative impact on therapy, on the work you did with them, or was it inconsequential 
anyway?
C: I suspect with hindsight it might have done because I wasn’t in a sense I wasn’t able 
to completely tell them who I was so I, yes, probably had I been able to be fully ‘this is 
me warts and all’ we might have got a better result in a shorter space of time, and 
certainly I went on and had a counselling relationship with a counsellor from the 
Portsmouth Rape Crisis Service and that was completely different because with her I was 
able to say this is who I am, and that was much better, so I have a comparison point.
I: Were you in, were you still in a relationship?
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C: No that was after the relationship ha ended, and I’ve said there were one or two 
people in that time who I hoped to make it together with but it didn’t happen, or not in a 
relationship way. I have friendships with one person in particular, allegedly a friend, but 
I haven’t seen much of them in ages.
I: So feeling that you could disclose everything about you to the counsellor you went and 
saw improved the sort of therapeutic work you did together?
C: Yeah and that has since made it easier for me to be more open about everything 
within the psychiatric services, since counselling there were a couple of periods I had in 
hospital where there was this guy actually coming along to visit and I had discussed this 
with them, I had it out with him, ‘look you are giving me mixed messages’, ‘no I am not’ 
‘yes you are.’ And I had openly discussed that with the staff at the time and prior to that 
I don’t think I would have ever been able to do that. So yes I am pretty sure that not 
being able to be my whole self, or not feeling that I was able to be my whole self, had a 
maybe not a detrimental effect, but maybe didn’t help as much as it could have.
I: You didn’t get as much out of the relationship and the work you did together as you 
might have if you had been completely honest?
C: That’s right.
I: What was it like when you told the counsellor about the warts and all you so to speak 
how was that for you?
C: Umm, it was a bit like, can’t think of an example, when you were a child and you are 
learning about things and you almost don’t want to say the word because it makes you a 
bit giggly. It’s a bit like that really. It’s embarrassing.
I: Was the counsellor you saw male or female?
C: Female.
I: Do you have any idea as to her sexual orientation or anything like that?
C: Not really, I think she had a male partner, she referred occasionally to her partner and 
I understand thqt is a male partner and I know she has children and things, umm, yeah.
I: Do you think it would have made a difference if you had known the people you were 
working with, their sexual orientation?
C: I suspect it might have done yes. Its hard to say why, a lot of it is to do with where I 
have been in my particular journey and within the last few years I couldn’t care less. 
People are people now but prior to that I was into going to everything that was gay and 
supporting everything that was gay, and so forth and it probably would have been quite 
important to me to have known, having said that it might have been problematic. I
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remember many, many years ago somebody said that it helps if you fancy your 
counsellor and actually I don’t know that I agree with that. I very briefly did have a male 
counsellor. They started a male helpline which I rang and this guy answered and umm 
said we do one-to-one counselling and said would you like me to refer you, put you down 
I can’t say which counsellor you will get, you can ask for me if you want to, and I said 
yeah that it would actually be quite useful and err I didn’t know at that point what his 
sexuality was. It was a voice I liked at the end of the phone and you start wondering, the 
fantasy kicking in, umm, I saw him I think about twice and he turned up on the second 
occasion very skimpily dressed, it was summer and it was quite revealing and so on, and 
he was quite attractive and I wouldn’t have said no. I guess there was a large part of me 
that was thinking ‘yeah see where this goes’ and so sort of. I was talking to a friend at 
the time, a female friend, who knew quite a bit about the abuse thing and she said that 
you shouldn’t have a male counsellor you should have a female counsellor, and I wasn’t 
really sure so I rang the helpline and repeated this conversation to them, which they took 
as ‘oh shit there’s a problem, we had better end this’ and it was taken out of my hands. I 
felt very angry and had meetings with them about it and so on and eventually I was given 
this replacement female counsellor and at length, a long while into it, we were actually 
able to discuss this and the person had since moved on. They had dispensed with his 
services, not particularly through my case I don’t think, but she said I would never turn 
up in a low top and shorts no matter what the climate. I wouldn’t dream of doing that, 
and that’s awful. You know and I think for me that was the turning point, I think prior to 
that I kind of liked the idea of having gay counsellors, therapists whatever. However, I 
was kind of, I reached the realisation around that sort of time and that conversation was 
part of it because I am recalling it, that actually it might have been a problem and I may 
well have ended up in fiirther abusive relationships because I would have just gone for it, 
however it was dressed up. And I would have been quite vulnerable. So kind of in a 
sense it is better for me to have female counsellors who I don’t have any desires on. Or 
more that they don’t have any desires on me, and even if they did that I wouldn’t respond 
to in the same way.
I: So I guess kind of, the sense I am getting overall if that your later experiences with the 
mental health profession have been quite sort of positive and quite affirming which is 
obviously quite different to how they have been for you in the past.
C: That’s right.
I: Just as a final question, what would you say your attitudes towards open relationships 
are now?
C: That’s an interesting one. Its kind of, I am just really quite the opposite from how I 
used to be. I don’t think I would want another open relationship I think if I wanted to 
have the door ajar, and maybe I am saying I do want the door ajar, I would actually do as 
I am doing at the moment, I would stay basically single and I would do what I want to do 
and as when, umm, that’s basically what I would do at the moment.
I: Thank you.
175
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Questionnaire 1
Below are a number of statements about open relationships. Please read each statement and indicate your 
agreement /  disagreement with them on the six-point scale below. A score of 1 indicates strong 
disagreement with the statement and a score of six indicates strong agreement. Please circle the 
appropriate number.
1 - strongly disagree 4 - slightly agree
2 - moderately disagree 5 - moderately agree
3 - slightly disagree 6 - strongly agree
1 Open relationships are suitable for promiscuous groups only.
1 2 3 4 5 6
2 I would not find it difficult relating to someone in an open relationship.
1 2 3 4 5 6
3 People in open relationships are committed to each other.
1 2 3 4 5 6
4 Open relationships equal being unfaithful.
1 2 3 4 5 6
5 Open relationships are moral.
1 2 3 4 5 6
6 Gay people are mostly to blame for open relationships
1 2 3 4 "5 6
7 You can be happy in an open relationship.
1 2 3 4 5 6
8 People in open relationships do so because of their past *
1 2 3 4 5 6
9 Open relationships are natural
1 2 3 4 5 6
10 Open relationships are not doomed from the start.
1 2 3 4 5 6
11 Open relationships are healthy.
1 2 3 4 5 6
12 Diseases are spread by people in open relationships.
1 2 3 4 5 6
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13 Being in an open relationship does not mean that you are 
psychologically disturbed
1 2 3 4 5
14 Sex is always better in an open relationship.
1 2 3 4 5
15 You can have a stable open relationship
1 2 3 4 5
16 Open relationships are irresponsible.
1 2 3 4 6
17 I would never tell people if I were in an open relationship.
1 2 3 4 5 6
18 People in open relationships are just being greedy.
1 2 3 4 5 6
19 People in open relationships cannot afford to be jealous.
1 2 3 4 5 6
20 Open relationships test the strength of a couple relationship
1 2 3 4 5 6
21 There is always one more willing than the other to engage in an open 
relationship.
1 2 3 4 5 6
22 People should think more before going into an open relationship.
1 2 3 4 5 6
23 An open relationship is ok if it involves both partner(s) with others at the 
same time,
1 2 3 4 5 6
24 Sex equals emotional attachment.
1 2 3 4 5 6
25 Open relationships are for sex addicts.
1 2 3 4 5 6
26 People in open relationships cannot attach to others easily. 
1 2 3 4 5
Questionnaire 2
Below are a number of statements regarding attitudes to counselling. Please read each statement and 
indicate your agreement /  disagreement with them on the six-point scale below. A score of 1 indicates 
strong disagreement with the statement and a score of six indicates strong agreement. Please circle the 
appropriate number.
1 - strongly disagree 4 - slightly agree
2 - moderately disagree 5 - moderately agree
3 - slightly disagree 6 - strongly agree
1 I would consider counselling if I had problems concerns 
I could not deal with on my own
1 2 3 4 5 6
2 Counsellors would understand my problems
1 2 3 4 5 6
3 Counsellors would not be critical about my life.
1 2 3 4 5 6
4 I would only see a counsellor if their sexual orientation was
the same as mine.
1 2 3 4 5 6
5 Counselling is for people who are weak.
1 2 3 4 5 6
Counsellors are very middle class people with conservative
6 values.
1 2 3 4 5 6
7 If a friend of mine was feeling very depressed I would suggest
they saw a counsellor.
1 2 3 4 5 6
8 Counselling can be very beneficial
1 2 3 4 5 6
9 Counsellors are nosey and interfering.
1 2 3 4 5 6
10 Counselling is only for serious mental illness.
1 2 3 4 5 6
11 I would be blamed for my problems^hy-a counsellor.
1 2 3 4 5 6
12 Counsellors make me nervous
1 2 3 4 5
13 Counselling would make my problems worse.
1 2 3 4 5
14 Everyone is judgemental even counsellors.
1 2 3 4 5
15 Counselling takes too long.
1 2 3 4 5
16 Counsellors are not frauds
1 2 3 4 5
17 Counselling can be very beneficial.
1 2 3 4 5
Thank you for taking the time to complete this questionnaire*
Please return it in the envelope provided.
If you have any questions please contact the researchers, details on information
form.
Questionnaire 2
Below are a number of statements regarding attitudes to open relationships in therapy. Please read 
each statement and indicate your agreement /  disagreement with them on the six-point scale below. A 
score of 1 indicates strong disagreement with the statement and a score of six indicates strong 
agreement. Please circle the appropriate number.
1 - strongly disagree 4 - slightly agree
2 - moderately disagree 5 - moderately agree
3 - slightly disagree 6 - strongly agree
1 I would not consider working with someone who was 
in an open relationship
1 2 3 4 5 6
2 A client's open relationship status will need addressing 
and changing in therapy.
1 2 3 4 5 6
People in open relationships have problems with
3 intimacy
1 2 3 4 5 6
4 I would be supportive of their choices when working . .  
with someone in an open relationship
1 2 3 4 5 6
5 Being in an open relationship is not necessarily a 
reason for a person's distress and coming to therapy
1 2 3 4 5 6
6 People in open relationships are misdirected and 
need therapy.
1 2 3 4 5 6
7 I would feel comfortable discussing their open 
Relationship with clients.
1 2 3 4 5 6
8 I would be able to be non-judgemental when working 
with clients in an open relationship.
1 2 3 4 5 6
9 The focus of our work would not revolve around the 
client’s open relationship unless the client chooses to.
1 2 3 4 217 5 6
10 I could help a couple validate their open relationship as 
being equal to a closed relationship
1 2 3 4 5 6
11 I would not be overly concerned about a client just 
Because they were in an open relationship.
1 2 3 4 5 6
12 If I worked with a client in an open relationship I would 
have to convey my disapproval to them.
1 2 3 4 5 6
13 I would avoid talking to a client about their open 
relationship
1 2 3 4 5 6
14 I would not be supportive of an open relationship
1 2 3 4 5 6
15 I would have no problems working with a client in an 
open relationship
1 2 3 4 5 6
16 Open relationships are psychologically unhealthy
1 2 3 4 5 6
17 The type of relationship the client is in has no impact on 
the therapy they receive
1 2 3 4 5 6
18 I would refer a client in an open relationship to a 
specialist.
1 2 3 4 5 6
Thank you for taking the time to complete this questionnaire.
Please return it in the envelope provided.
If you have any questions please contact the researchers, details on information
form.
Demographics (please tick appropriate response)
Age 
Gender 
Sexual Identity
Male Female
Heterosexual I Straight 
Bisexual
Homosexual / Gay / Lesbian
Any other (please detail) 
What is your highest educationai qualification?
None
GCSE/0-Level/CSE
A-Level
Diploma
Degree
Post-graduate Degree
Please tick which best describes your current religious status?
Devout
Practicing
Non-Practicing
Which religion (if applicable)
Belief system 
None
How wouid you describe your ethnicity (please tick)
a) White-British, Irish, Any other white background , __
b) Mixed - White and Black Caribbean, White and Black African, Any other mixed background
p) Asian or Aslan British - Indian, Pakistani, Bangladeshi, and other Asian Background
d) Black or Black British - Caribbean, African, any other Black background
e) Chinese or other ethnic group
Please describe your current relationship status
single
attached
cohabiting
married
divorced
separated
widowed
other (please state)
If you are currently in a relationship please state how long:
Years  _______ Months
Have you ever been in an open relationship? Yes
If yes how long did it last? Months  ______
No
Years
Are you currently in an open relationship? Yes No
Have you ever been to see a counsellor/therapist? Yes _______ No
If yes please answer the following questions, if no, please turn over 
How long ago? _________________
How long were you In counselling / therapy for? Months Years
Piease Indicate how beneficial you found your counselling on a scale of 1 -10 where 
1 indicates not beneficial at ail and 10 veiy beneficial
Please Turn Over
Unis
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803  
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Facsimile ■
+44 (0)1483 689553
Attitudes to non-monogamous relationships: therapists’, gay men’s and
a general population perspective.
Gay Male Participants Information Sheet
I am a student at the University of Surrey, in my third year of the Psychotherapeutic and 
Counselling Psychology Doctorate course. I am conducting research designed to 
examine therapists’, gay men’s and a general population sample’s attitudes towards non- 
monogamous (open) relationships and psychotherapy / counselling. I have contacted you 
to request your participation in this study which involves the completion of a 
questionnaire. You have been contacted because you have expressed an interest in 
participating in the study.
For this study, open relationships are considered to be one in which the primary couple (a 
person and their partner) mutually agree that one or both partners can engage in sexual 
relationships with people outside the couple.
♦
Please read through the following instructions before beginning the questionnaire. If you 
have any problems please contact me on psm3chfg),surrev.ac.uk.
1. Participation is completely voluntary, if you do not wish to participate then please 
feel free not to complete or return the questionnaire.
2. Filling in the questionnaire and returning it to us is taken as indicating your 
agreement to participate in the study. This also allows us to ensure participants 
anonymity. However, once submitted it means that your data cannot be identified 
and removed from the study!
3. Please complete the questionnaire. It is appreciated that a number of the items 
force you to make decisions on which you might feel ill-equipped given the 
information supplied however this is intentional. If you feel uncomfortable 
completing any of the individual items then please leave then out.
4. Once completed, please return the questionnaire to the university in the prepaid 
envelope provided as soon as possible.
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Œ  Q u e e n ’s 
ERSARY P r iz e s
Participation is completely confidential and no identifying information will be used in the 
report. All data obtained firom the participants will be used in accordance with the Data 
Protection Act, 1998. Thank you for agreeing to participate in this study. I f  you have 
any further questions or comments or would like to receive a copy of a summary of this 
research please do not hesitate to contact either Dr Jason Ellis (research supervisor) or 
myself at:
Colin Hicks Dr Jason Ellis
Department of Psychology Department of Psychology
University of Surrey University of Surrey
Guildford Surrey GU2 7XH Guildford Surrey GU2 7HX
psm3ch@surrey.ac.uk j.ellis@surrey.ac.uk
Appendix II: Vignette
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Vignette
Please read the vignette below:
Marc and Carl have been in an open relationship together for 15 years. They met through mutual fdends 
and hit it off straight away. After six months they decided to move in together and their relationship 
went finm strength to strength. Throughout the 15 years they have agreed that they can both have sex 
with other people. Last June Carl was diagnosed with cancer and died nine months later.
Please answer the following questions:
1) How long were Marc and Carl together? .
2) What did Carl die of?  ......
3) How long after they met did they move in together?
Next, please read the following statements and indicate your agreement /  disagreement with them on the 
six-point scale below. A score of 1 indicates strong disagreement with the statement and a score of six 
indicates strong agreement. Please circle the appropriate number.
1 I feel very sad at Marc’s loss.
1 2 3 4 5 6
2 I think all of Carl's family would attend the funeral.
1 2 3 4 5 6
3 I think Marc's grief would be long lasting.
1 2 3 4 5 6
4 I would empathise with Marc's loss.
1 2 3 4 5 6
5 I would feel supportive of Marc
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6 Marc and Carl had a happy relationship before he died.
1 2 3 4 5 6
7 It would take Marc a long time to get back into another 
relationship
1 2 3 4 5 6
8 People would be sympathetic to Marc's loss.
1 2 3 4 5 6
9 I would expect Marc's family to attend the funeral.
1 2 3 4 5 6
10 I think Marc's grief would be severe.
1 2 3 4 5 6
11 I think Marc moved in with Carl too soon.
1 2 3 4 5 6
12 Marc will need grief counselling.
1 2 3 4 5 6
2 2 2
Vignette
Please read the vignette below:
Marc and Carl have been in a relationship together for 15 years. They met through mutual friends and 
hit it off straight away. After six months they decided to move in together and their relationship went 
fiom strength to strength. Throughout the 15 years they have been completely monogamous to each 
other. Last June Carl was diagnosed with cancer and died nine months later.
Please answer the following questions:
1 ) How long were Marc and Carl together? .
2) What did Carl die of? .
3) How long after they met did they move in together?
Next, please read the following statements and indicate your agreement /  disagreement with them on the 
six-point scale below. A score of 1 indicates strong disagreement with the statement and a score of six 
indicates strong agreement. Please circle the appropriate number.
1 I feel very sad at Marc’s loss.
1 2 3 4 5 6
2 I think all of Carl's family would attend the funeral.
1 2 3 4 5 6
f
3 I think Marc's grief would be long lasting.
1 2 3 4 6 6
4 I would empathise with Marc's loss.
1 2 3 4 5 6
5 I would feel supportive of Marc.
1 2 3 4 5 6
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6 Marc and Carl had a happy relationship before he died.
1 2 3 4 5 6
7 It would take Marc a long time to get back into another 
relationship
1 2 3 4 5 6
8 People would be sympathetic to Marc's loss.
1 2 3 4 5 6
9 I would expect Marc's family to attend the funeral.
1 2 3 4 5 6
10 I think Marc's grief would be severe.
1 2 3 4 5 6
11 I think Marc moved in with Carl too soon.
1 2 3 4 5 6
12 Marc will need grief counselling.
1 2 3 4 5 6
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Vignette
Please read the vignette below:
Jane and Carl have been in an open relationship together for 15 years. They met through mutual ftiends 
and hit it off straight away. After six months they decided to move in together and their relationship 
went fiom strength to strength. Throughout the 15 years they have agreed that they can both have sex 
with other people. Last June Carl was diagnosed with cancer and died nine months later.
Please answer the following questions:
1) How long were Jane and Carl together?............
2) What did Carl die o ^  .........
3) How long after they met did they move in together?
Next, please read the following statements and indicate your agreement / disagreement with them on the 
six-point scale below. A score of 1 indicates strong disagreement with the statement and a score of six 
indicates strong agreement. Please circle the appropriate number.
1 I feel very sad at Jane’s loss.
1 2 3 4 5 6
2 I think all of Carl's family would attend the funeral.
1 2 3 4 5 6
3 I think Jane's grief would be long lasting.
1 2 3 4 5 6
4 I would empathise with Jane's loss.
1 2 • 3 4 5 6
5 I would feel supportive of Jane.
1 2 3 4 5 6
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6 Jane and Carl had a happy relationship before he died.
1 2 3 4 5 6
7 It would take Jane a long time to get back into another 
Relationship
1 2 3 4 5 6
8 People would be sympathetic to Jane's loss.
1 2 3 4 5 6
9 I would expect Jane's family to attend the funeral.
1 2 3 4 5 6
10 I think Jane's grief would be severe.
1 2 3 4 5 6
11 I think Jane moved in with Carl too soon.
1 2 3 4 5 6
12 Jane will need grief counselling.
1 2 3 4 5 6
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Vignette
Please read the vignette below:
Jane and Carl have been in a relationship together for 15 years. They met through mutual fiiends and hit 
it off straight away. After six months they decided to move in together and their relationship went from 
strength to strength. Throughout the 15 years they have been completely monogamous to each other. 
Last June Carl was diagnosed with cancer and died nine months later.
Please answer the following questions:
1) How long were Jane and Carl together?  ...........
2) What did Carl die of?.........
3) How long after they met did they move in together?
Next, please read the following statements and indicate your agreement /  disagreement with them on the 
six-point scale below. A score of 1 indicates strong disagreement with the statement and a score of six 
indicates strong agreement. Please circle the appropriate number.
1 I feel very sad at Jane’s loss.
1 2 3 4 5 6
2 I think all of Carl's family would attend the funeral.
1 2 3 4 5 6
3 I think Jane's grief would be long lasting.
1 2 3 4 5 6
4 I would empathise with Jane's loss.
1 2 3 4 5 6
5 I would feel supportive of Jane.
1 2 3 4 5 6
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6 Jane and Carl had a happy relationship before he died.
1 2 3 4 5 6
7 It would take Jane a long time to get back into another 
Relationship
1 2 3 4 5 6
8 People would be sympathetic to Jane's loss.
1 2 3 4 5 6
9 I would expect Jane's family to attend the funeral.
1 2 3 4 5 6
10 I think Jane's grief would be severe.
1 2 3 4 5 6
11 I think Jane moved in with Carl too soon.
1 2 3 4 5 6
12 Jane will need grief counselling.
1 2 3 4 5 6
2 2 8
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Author Instructions Sex Roles
1. Manuscripts should be sent to the Editor:
Jesikah Allison 
Springer 
101 Philip Drive 
Assinippi Park 
Norwell, MA 02061
2. Submission is a representation that the manuscript has not been published previously and is not 
currently under consideration for publication elsewhere. A statement transferring copyright from the 
authors (or their employers, if they hold the copyright) to Plenum Publishing Corporation will be 
required before the manuscript can be accepted for publication. The Editor will supply the necessary 
forms for this transfer. Such a written transfer of copyright, which previously was assumed to be 
implicit in the act of submitting a manuscript, is necessaiy under the U.S. Copyright Law in order for 
the publisher to cany through the dissemination of research results and reviews as widely and 
effectively as possible.
3. Type double-spaced and submit five copies (including copies of all illustrations and tiables).
Academic affiliations of all authors and the full mailing address of the one author who will receive the 
proofs must be included. The length of a regular report is 25-40 pages.'The length of a brief report is 
10-15 pages.
4. A 120-word abstract is to be provided.
5. Tables should be numbered in one consecutive series of roman numerals and referred to by number in 
the text. Each table should be typed on a separate sheet of paper and have a descriptive title.
6. Illustrations (photographs, drawings, diagrams, and charts) are to be numbered in one consecutive 
series of arabic numerals and referred to by number in the text. Photographs should be large, glossy 
prints, showing high contrast. Drawings may be prepared with india ink, or may be 
computer-generated if dark, sharp, and clear. Please check that the format (i.e., TIFF or EPS) for 
artwork is current and correct. Either the original drawings or high-quality photographic prints are 
acceptable. Identify figures on the back with the author's name and the number of the illustration.
Each figure should have an accompanying caption. The list of captions for illustrations should be 
typed on one separate sheet of paper. Electronic artwork submitted on disk should be in TIFF or EPS 
format (1200 dpi for line and 300 dpi for half-tones and gray-scale art). Color art should be in the 
CMYK color space. Artwork should be on a separate disk from the text, and hard copy must 
accompany the disk.
7. The 2001 (fifth) edition of the Publication Manual of the American Psychological Association should 
be used as the style guide for thé préparation of manuscripts, paitic^ ^^
as the use of nonsexist language, citation of references, and the use of abbreviations, numbers, and 
symbols.
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Appendix IV: Reflections on Use of Self in the Research Process
The Leap from Qualitative to Quantitative Research
Conducting a piece of qualitative research in my second year was particularly 
challenging for me because it took me out of my ‘scientist’ way of working which 
had been my major strength in my undergraduate years. Quantitative research 
always held the notions of objective positivism and empiricism at its core and there 
was a certain safety in this. It meant that as a researcher I never had to really 
consider my position in the research process. Instead I was afforded a safe position 
as an observer, removed from the reality I was studying and in a position of 
assumed objectivity.
At the start of this year I was looking forwards to the chance to engage in another 
piece of quantitative research, to practise old skills. Privately, and slightly 
sheepishly I will now admit, I was expecting it to be ‘a bit of a breeze’ in 
comparison to my second year. However, what I had not bargained for, and was 
unaware of, was how much my personal philosophies had changed over the last 
couple of years. I feel that I have come back to quantitative research with more of a 
subjective eye questioning and wrestling with many of the assumptions that
f
positivism holds, and being more reflective on where I am as a researcher in the 
process.
I experienced a frustration writing this report up and having to make a number of 
amendments where I had written something in the first person (scorned by my 
supervisor). Writing completely in the third person again feels a little 
uncomfortable. It has the feeling of sterility and clinical objectivity. There seemed 
to be no place for me to elaborate on the biases I have in constructing the 
questionnaire in the style I did. All that matters are alpha scores above .7 and 
significances below .05. I am at a place of wrestling with the utility and apparent
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validity of such scales with wondering what the hell a T-value of 4.13 really means 
about Lisa, a real person. Equally I do not sit wholly comfortably within a 
qualitative framework because I am still plagued by the ‘so what?’ question that no 
one has as yet been able to resolve for me.
A Space for ‘F
I come to this piece of research as a gay man content in a monogamous relationship. 
I find it interesting that I still feel a need to detail my relationship status, and muse 
over the prejudices and attitudes I personally experience about non-monogamy. 
Intrinsically, I do not feel I have a problem with this type of relationship, but that 
soon evaporates at the thought of someone else knowing I was in one. I think that I 
probably still want to be seen as identifying with the mainstream beliefs that 
monogamous dyadic couples are best and whilst I could argue for non-monogamy 
in another couple’s relationship would feel uneasy admitting it about myself. The 
impact of this on my research might have been on the items I considered in the 
construction of the questionnaire. It would be interesting to know whether someone 
different would have gone about the research in a significantly different way. I 
think that by having some awareness of these things it is possible to consider them 
in the research process and try to let them negatively influence the process as little 
as possible.
The Research Process
In reflection, I feel that my research this year had been particularly ambitious. I 
would like to say that there was some sort of clear linear pathway from last year’s 
work to this year’s, but really it just sort of emerged from discussions with 
supervisors and reading the literature. I failed to realise at the start how difficult it 
would be to recruit the number of participants needed to ensure ‘power’ in my 
study. The recruitment process was lengthy and exhausting, requiring a stout 
resolve at times. I am always interested in how people perceive research and their
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fantasies about the agenda behind it. Having sent questionnaires randomly to 
people in the phone book it was unsurprising that I managed to tap all sorts of 
responses. I received a lovely letter from a lady of 84, who because of ha* age 
decided that she was too old to participate but wished me well in my venture!
Some people’s responses were less endearing and quite offensive picturing me as a 
bad researcher at best and homophobic at worst. I experienced considerable 
frustration at this being unable to offer an explanation for the decisions made in the 
planning of the research and explaining my rationale for conducting such a 
controversial piece of research. Instead I had to settle for ranting at my supervisor 
and being satisfied that I am able to justify my responses to these comments to 
myself.
What have I Learnt?
I think my learning has been two fold again, both inherently personal and 
professional. Firstly, I have developed more resilience as a researcher learning not 
to take everyone’s comments as being excruciatingly personal and critical but to 
understand them in context and reflect over them in a more objective manner. I feel 
more able to critique quantitative research methods rather than blindly engaging 
with them. I am also starting to hold more faith in my skills as a researcher and in 
analysing and understanding (very separate tasks) the results. At a personal level 
continual exposure to these topic areas has made me more aware of the personal 
biases that I hold as a researcher, something that does not always feel that 
comfortable. How easy it would be to blindly immerse myself back in quantitative 
research kidding myself that I am a 100% objective researcher.
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